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In this number appears the fourth in the series of occasional articles on “* The Development of Medical Studies in Britain.” The 
author, Dr. Douglas Guthrie, has achieved a reputation both as a specialist in oto-laryngology and as a medical historian, and there- 
fore has exceptional qualifications for writing on the historical aspect of this special branch of medicine. He has previously con- 
tributed an article on “* Medicine and Speech” (BMB 96), and in the present number he contributes also a short historical note on 
the education of the deaf—a subject upon which relatively little has been written. 

Dr. C. S. Hallpike is a whole-time member of the scientific staff of the Medical Research Council and Aural Physician to the 
National Hospital, Queen Square. He has been appointed director of a newly established otological research unit which is to be 
maintained jointly by the Council and the Hospital. Dr. Hallpike has been a Foulerton Research Fellow of the Royal Society and 
a Rockefeller Travelling Fellow, and he is the author of a number of papers on the physiology and pathology of the ear. 

Dr. E. J. Boome is a Principal Assistant Medical Officer of the London County Council and is in charge of the Council’s speech 
therapy. He is President of the Association of Speech Therapists and a Founder Fellow of the College of Speech Therapists, which 
has just been formed by the amalgamation of the Association of Speech Therapists and the British Society of Speech Therapists. 
Dr. Boome is part author of “* Nature and Treatment of Stammering,” “ Relaxation in Everyday Life,” “* Abnormal Speech” and 
the remedial chapter in “ Spoken English” edited by J. Compton. He has taken a prominent part in drawing attention to the need 
for the treatment of speech defects and in promoting the organisation and recognition of speech therapy as an auxiliary profession. 
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THE DEVELOPMENT OF MEDICAL STUDIES IN BRITAIN : 
IV. OTO-LARYNGOLOGY 


DOUGLAS GUTHRIE, M.D., F.R.C.S.Ep. 


Oto-laryngology comprises not only the diseases of the ear avenue of breathing, nor even of hearing, but existed simply 
(otology) and of the larynx (laryngology), as the name im- as a means of renewing the air within the tympanum. Thomas 
plies, but also those of the throat or pharynx, of the nose and Willis, Professor of Medicine at Oxford, who made many 
paranasal sinuses (rhinology) and of the cesophagus, trachea original observations and wrote the first accurate account of 
and bronchi (peroral endoscopy). It is open to question the anatomy of the nervous system, Cerebri anatome, in which 
whether the present combination will be permanent. the “* Circle of Willis ” is described, also made a contribution 

Affections of the ear, nose and throat are mentioned in to the embryo science of otology by proving that the cochlea 
many of the earliest medical writings, as, for example, those was the most essential part of the organ of hearing. His 
of Hippocrates, Celsus and Galen, but the remedies were treatise, which appeared in 1683, is quaintly entitled Two 
then empiric, and it was not until the anatomists of the discourses concerning the soul of brutes ** and, in Chapter 14, 
Renaissance had provided a solid foundation that any real “On the sense of hearing,” Willis describes the phenomenon 
progress was made, the intricacies of aural anatomy having of “ hearing better in a noise ”’—the so-called paracusis of 


provided a fruitful field for investigation. Willis. He tells of “* a woman who, though she were deaf, yet 
as long as a drum were beaten within her chamber, she heard 
The Importance of Anatomy every word perfectly ; wherefore her husband kept a drummer 


Vesalius, who revolutionised anatomy by describing what as his servant that by that means he might converse with his 
he saw, and not what he expected to see, was succeeded as _—-Wife.”._ The illustrations for Willis’s work were prepared by 
Professor at Padua by Fallopius whose name, like that of his | Sit Christopher Wren, the designer of St. Paul’s Cathedral. 


contemporary Eustachius, became a household word in About this time, too, another fallacy was exploded by 
anatomy. The Epistola de auditis organis, 1564, of Eustachius Richard Lower, also of Oxford, who first transfused blood 
is probably the earliest complete work dealing with the ear. from one animal to another, and first noted the alteration 


Another early text-book of otology was De auditus instru- Which the blood undergoes during its passage through the 
mento, 1573, by Volcher Coiter of Gréningen. This was fol- | !ungs. In 1670 Lower showed that nasal mucus was formed 
lowed by the work of Mercurialis of Bologna, entitled De Within the nose, and was not a product of the brain, as had 
oculorum et aurium affectibus praelectiones, 1584, and by been imagined during the centuries when “ purging the brain 


De visione, voce et auditu, 1600, by Fabricius of Acquapen- had been a favourite method of treatment.” : 

dente. Such grouping of otology, first with ophthalmology, Another important step in rhinology was taken in 1707 by 
then also with laryngology, is a significant forecast of sub- William Cowper, who suggested the operation of drainage, 
sequent events. by perforation through the socket of a tooth, of the maxillary 


When the vogue for specialism made its appearance in the sinus, or antrum, which cavity had been described by Nathaniel 
nineteenth century, diseases of the ear, nose and throat did | Highmore in 1651.° 
not at once become the group as now recognised. The older 
specialty of ophthalmology enlarged its scope by admitting Progress during the Eighteenth Century 
otology, so that the “eye and ear surgeon” was not un- Steady progress continued during the eighteenth century. 
common, and there were even stranger combinations. For The invention in 1724 of the Eustachian catheter by Guyot, 
example, H. Macnaughton Jones (1863) was distinguished postmaster at Versailles, directed further interest towards 
in London as a gynecologist and otologist and J. Kirk otology.!? It is significant that two of the major inventions 
Duncanson (1872) of Edinburgh embraced no less than three in oto-laryngology, that of the Eustachian catheter by Guyot, 


special branches, when he became known as “the oculo- and that of the laryngoscope by Garcia, were made, not by 
auro-accoucheur.” medical men, but by a postmaster and by a teacher of singing. 
Guyot introduced his catheter through the mouth for the 

The Foundations of Oto-Laryngology in the Seventeenth purpose of syringing in order to relieve his own deafness, 
Century but his discovery attracted little attention at the time. A few 


Little advance was made in our knowledge of the ear, nose years later (1741) a surgeon of the British Army, Archibald 
and throat so long as the old conceptions of anatomy and Cleland, devised a catheter which he introduced through the 
physiology prevailed. We have noted that the pioneer nose,* and Jonathan Wathen, a London surgeon, inde- 
anatomists broke from the traditions of Galen, which had pendently adopted in 1755 a similar method of syringing out 
been followed for a thousand years. The first book dealing the Eustachian tube “* when syringing of the outward ear is 
with the ear to be printed in English was a translation (1748) without any success.” °° Apparently the catheter was em- 
of the small work by J. G. Duverney of Paris, originally ployed for lavage long before inflation of air was practised. 
published in French in 1683.8 Duverney corrected an age- As for the laryngology of the eighteenth century, it was 
long error by proving that the Eustachian tube was not an largely concerned with descriptions of diphtheria, a disease 
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which was then very prevalent and fatal. A classical Account 
of the sore throat was published in 1748 by John Fothergill, 
the Quaker physician and philanthropist of London, although 
it is uncertain whether he referred to diphtheria or to a malig- 
nant form of scarlatina.® Another account of the same 
disease was written in 1757 by John Huxham, who had studied 
at Leyden under Boerhaave, and who practised in Plymouth.” 
He was the first to note that diphtheria was sometimes fol- 
lowed by paralysis of the palate. A third classic description, 
clearly referring to diphtheria, under the name of “‘ Croup,” 
was the work of Francis Home in 1765.5 Home, like 
Huxham, had studied at Leyden, and he became the first 
professor of Materia Medica in Edinburgh University. 

There is no reference to tracheotomy in these accounts of 
diphtheria. This operation, originally known as broncho- 
tomy, although frequently mentioned in early medical works, 
was seldom practised.’° Even after it was popularised in the 
nineteenth century by Bretonneau and Trousseau, it was 
regarded as a dangerous procedure. Indeed, Marshall Hall 
stated in the Lancet in 1859 that “‘ we must regard tracheotomy 
as a heroic remedy, only appropriate to Herculean forms of 
disease.” Nevertheless, tracheotomy was performed in 1730, 
apparently for diphtheria, by George Martine of St. Andrews 
in Scotland. His appears to have been the first recorded 
tracheotomy in Britain, although three years later a London 
Surgeon, Chovet by name, performed the operation on a 
criminal about to be hanged, without, however, saving him 
from death, as had been hoped. 


In these early days laryngology was practised by physicians, 
and otology by surgeons, until each was differentiated in a 
special branch and eventually reunited as otolaryngology. 


Specialism in the Nineteenth Century 


The discovery of the function of the Eustachian tube led to 
various new methods of treatment. Sir Astley Cooper, the 
greatest surgeon of his day, recommended puncture of the 
tympanic membrane “in cases of deafness arising from a 
closed Eustachian tube ’ (1801) and the procedure was fol- 
lowed for many years. In 1806 there appeared an excellent 
work on Anatomy of the human ear, with a treatise of its 
diseases, by J. C. Saunders, Demonstrator of Anatomy at 
St. Thomas’s Hospital, and founder of the Moorfields (Royal 
London Ophthalmic) Hospital. The eye and ear were 
associated as subjects of study in those days, and it was 
Saunders who first advised paracentesis, or incision of the 
drumhead, in acute suppuration of the middle ear. 

For the most part, however, knowledge of otology remained 
crude, and diseases of the ear comprised those curable by 
syringing, and those incurable by any treatment. The op- 
portunity to profit from the precarious state of the embryo 
science of otology led to its exploitation by unqualified persons. 
One of the most notorious was John Harrison Curtis, who 
had been a dispenser in the Navy, but had not studied 
medicine. Curtis married a lady of wealth, established him- 
self in a fashionable part of London, and soon acquired a large 
practice. In 1816 he founded the first hospital in Europe, 
and indeed in the world, to be devoted to diseases of the ear, 
an institute which eventually became the Royal Ear Hospital. 
Nevertheless, he was “ profoundly ignorant even of the 
anatomy of the ear ” and it was his practice to syringe the ear 
in almost every case, using an enormous instrument like a 
garden syringe. His book on The physiology and diseses of 
the ear is of little value save as a historical landmark.® 

The fully-qualified medical man who first adopted otology 
as a specialty in London was James Yearsley, who founded 
the Metropolitan Ear and Throat Hospital in 1838, who in- 
vented the artificial drumhead, and who drew attention to 
the close connection between affections of the ear and those 
of the throat and nose, some years before adenoids were 
discovered by Meyer of Copenhagen (1868). Another 
pioneer, Thomas Buchanan of Hull, wrote a volume entitled 
Illustrations of acoustic surgery (1825), emphasising the im- 
portance of inspection of the tympanic membrane as a means 
of diagnosis.2. In 1838, an essay on The structure, economy 
and diseases of the ear, containing interesting facts on com- 
parative anatomy and on acoustics, was published by George 
Pilcher, Surgeon to St. George’s Hospital, London.** At 
that time it was the custom for certain general surgeons to 
practise otology in addition to their regular work. Pilcher 


was One of them, as also was Sir Astley Cooper at an earlier 
date. 
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Three Great Pioneers : Toynbee, Hinton and Wilde 


The greatest British pioneer otologist was Joseph Toynbee 
(1815-66), who showed such special aptitude for anatomy 
that he was able to apply his knowledge in placing otology 
upon a sound scientific basis. Toynbee was admitted as a 
Fellow of the Royal Society of London at the age of twenty- 
six, and his name appears in the first list of Fellows of the 
Royal College of Surgeons. Early in his career, as the 
result of a wordy warfare with Curtis at the Medical Society 
of London, he vowed that he would “ rescue aural surgery 
from the hands of quacks.” Toynbee was a strenuous 
worker, making over a thousand beautiful dissections of the 
ear, and thus founding the Toynbee Collection, which was 
on view at the Royal College of Surgeons Museum until 
destroyed by enemy action in 1941. He built up a large 
aural practice in Savile Row, London, and he resided at 
Wimbledon, then a country village. In 1851, he was elected 
Aural Surgeon and Lecturer at St. Mary’s Hospital, the first 
general hospital to set aside beds for diseases of the ear, and 
to institute teaching in the subject. Toynbee devoted much 
of his time to philanthropic work on behalf of the sick poor, 
his efforts as a social reformer being continued by his son, 
Arnold Toynbee, in whose memory the first University 
Settlement, Toynbee Hall, was founded. Joseph Toynbee’s 
book on Diseases of the ear (1860) may be regarded as a 
medical classic.2® The writer sets out to remedy the lack 
of appreciation of aural pathology and notes, in many cases, 
the relationship between post-mortem findings and the 
symptoms present during life. He was the first to describe 
otosclerosis, recognising “ankylosis of the stapes to the 
fenestra ovalis ” in 160 specimens. Accurate tests of hearing 
were not in use at that time. Like Astley Cooper, Toynbee 
punctured the tympanic membrane in selected cases of 
deafness, but he was able to demonstrate only one example 
of organic stricture of the Eustachian tube among his 
specimens. For acute otitis, Toynbee recommended 
“copious syringing with warm water”; miastoiditis was 
not treated surgically, and, as might be expected, the mor- 
tality was high. It was Toynbee who invented the otoscope 
or auscultation tube, used as an aid to diagnosis during 
catheter inflation of the tympanum. As an original thinker, 
ahead of his time, Toynbee must be regarded as “ the father 
of British otology.” 1» 7* His death at the age of fifty- 
one was the result of an experiment upon himself, to ascertain 
the effect of chloroform and prussic acid upon the ear. Thus 
he was a martyr in the interest of the science he served so well. 

Scarcely less worthy was his assistant and successor, 
James Hinton (1822-75), who is perhaps chiefly remembered 
as a philosopher, and as the author of The mystery of pain, 
rather than as an otologist. Nevertheless Hinton, who 
became Aural Surgeon to Guy’s Hospital, was no mere 
satellite of Toynbee. He was probably the first surgeon in 
Britain (1868) to operate upon a case of mastoiditis, the 
patient being a man, 58 years of age. Hinton describes the 
case in his work on The questions of aural surgery, 1874.4 
In explaining the somewhat curious title of this work, he 
stated that he had paid special attention to the unsolved 
problems of otology. Hinton also improved upon the work 
of Toynbee in advising early incision of the tympanic mem- 
brane in acute otitis media. ‘“‘ This relieves pain, preserves 
the hearing and diminishes the risk.”” He further corrected 
Toynbee in classifying aural polypi, not as growths of the 
meatus, but of the tympanum. He uttered a warning against 
unskilful efforts to remove foreign bodies, and he advised 
careful attention to any ear disease of childhood. His 
biography, by Ellice Hopkins, gives an intimate and interest- 
ing picture of the man and his work.'® Hinton was succeeded 
in practice by Sir William Dalby and he in turn by Arthur 
Cheatle, who amplified and catalogued the Toynbee collection. 

Contemporary with Toynbee, indeed born in the same 
year, was Sir William R. Wilde (1815-76) of Dublin, the 
father of Oscar Wilde, who shares with Toynbee and Hinton 
the credit of establishing British otology on a sound 
anatomical and pathological basis. Aman of varied interests, 
he was celebrated as an antiquarian and as a statistician. 
In early life he settled in Dublin and devoted his first savings 
to the establishment (1841), in a disused stable, of a dis- 
pensary for eye and ear diseases which eventually became 
St. Mark’s Hospital. In this primitive institution he was 
the first to teach otology in the United Kingdom. Students 
came to him from all over the world, and particularly from 
America. Although Wilde also practised ophthalmology, 
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his chief interest was always otology. His volume on Aural 
surgery (1853) was the fruit of long and patient clinical 
observation, for Wilde was as essentially a clinician as 
Toynbee was a scientist, and each gave the other full credit 
for his work.* The name of Wilde is associated with a snare 
for the removal of aural polypi, and also with the method of 
treating mastoiditis ‘by post-aural incision—‘* Wilde’s in- 
cision ”’—an important step towards the modern mastoid 
operation. The clinical records with which Wilde supports 
his contentions are models of clear reporting, so that his 
book may still be read with profit. Interesting details of the 
life and times of Sir William Wilde may be found in the 
recent biography entitled Victorian doctor.** 

Two subsequent British pioneers of otology, both of them 
also general surgeons, were Sir Charles Ballance (1856-1936) 
of London, noted for his work on mastoiditis and on facial 
paralysis,‘ and Sir William Macewen (1848-1924) of Glasgow, 
the results of whose operations for otogenic cerebral abscess 
are still remarkable.** 


The Evolution and Application of Laryngoscopy 


Laryngology did not emerge as a special branch of medicine 
until the middle of the nineteenth century, when it received 
a great impetus from the discovery of the laryngoscope in 
1854 by Manuel Garcia, a singing master of Paris. Garcia 
was curious to investigate the action of his own vocal chords, 
although he had no idea that his invention would become so 
important in medicine. In his later years he made his home 
in London, where he died in 1906 at the age of 101. 

There had been previous attempts to view the larynx by 
means of prisms or mirrors, both by British and by Conti- 
nental observers. In 1829 Babington, of London, demon- 
strated a “* glottiscope’”’ resembling the modern laryngo- 
scopic mirror; in 1837 Liston, the first surgeon to use ether 
anesthesia in London, advised the use of a dental mirror to 
view growths of the larynx ; in 1844, Warden, of Edinburgh, 
suggested the use of prisms to illuminate body cavities ; and 
in the same year Avery, of London, used a throat speculum, 
in which a mirror was fixed, to secure a view of the larynx.'* 

None of those early efforts attracted much attention, and 
even the method of Garcia, expounded to the Royal Society 
of London, was received with apathy or incredulity; the 
value of the procedure being first recognised in Vienna. 

Laryngology came into being as a branch of general 
medicine rather than as an off-shoot of surgery. Indeed, the 
special institution founded in 1863, in Golden Square, 
London, by Morell Mackenzie, was originally named the 
“ Hospital for Diseases of the Throat and Chest,” although 
the word “ Chest ” was soon eliminated. ‘* Golden Square,” 
as it was familiarly called, very soon became regarded as the 
Mecca of laryngology. 

Sir Morell Mackenzie (1837-92), who may be regarded as 
the founder of British laryngology, was born at Leytonstone, 
Essex, where his father was a medical practitioner. After 
graduating in London, he studied for over a year in Paris and 
Vienna, learning the use of the laryngoscope, which had been 
newly introduced into medicine. Returning to London, he 
devoted himself to this new branch of medical science, and 
he soon acquired a large practice and world-wide fame. 
His essay On the pathology and treatment of diseases of the 
larynx gained for him the Jacksonian Prize of the Royal 
College of Surgeons. A few years later, in 1870, he was 
able to report the results of his treatment of 100 consecutive 
cases of growths of the larynx. This alone was evidence of 
the manual dexterity for which he was famed, a dexterity 
more remarkable when we remember that cocaine anesthesia 
was a later development, and was not then available. Mac- 
kenzie wrote treatises on diphtheria (1879), which he proved 
to be identical with “ croup,” and on hay-fever (1884), con- 
demning the meddlesome nasal surgery which was then in 
vogue. In 1887, he founded the Journal of Laryngology and 
Otology, which still flourishes as the sole British journal 
devoted to the specialty. His greatest work for posterity, 
however, was his text-book of Diseases of the throat and nose, 
of which the first volume appeared in 1880, the second in 
1884. The fruit of long experience and unremitting study, 
the book remains to this day the basis of all British laryngolo- 
gical literature, and it is still well worth reading.?* 

Sir Morell Mackenzie died of tuberculosis at the age of 
fifty-five, his death having been accelerated by the unfortunate 
controversy which clouded his later years.* Summoned to 
Berlin in 1887, to attend the Emperor Frederick III, who 
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suffered from cancer of the larynx, Mackenzie may have 
erred, as many have done since then, in attaching too much 
importance to the three negative reports, in this case by 
Virchow, on the microscopic appearances of tissue removed 
for examination. At all events, no radical operation was 
attempted, and the royal patient died a year later. As 
pointed out by Colledge (1936), in a paper on the subject, the 
cancerous growth was probably of the rare subglottic variety, 
a type which had not been differentiated at that day. The 
gravity and extent of the lesion was not recognised by any 
of the medical men in attendance. Mackenzie never denied 
that the diagnosis might be cancer ; he simply gave a verdict 
of “ not proven.” Mackenzie faced with dignity the bitter 
attacks by his German colleagues upon his personal character 
and his professional skill, although he was doubtless ill- 
advised in publishing a popular vindication of his conduct 
in the book entitled Frederick the Noble (1888), which greatly 
accentuated the controversy.2* Although his name is in- 
variably linked with this case, it must never be forgotten that 
Morell Mackenzie was the leading pioneer of British laryn- 
gology, and that he took a large part in the creation of this 
branch of medical science.’ 

Another eminent man, who may be claimed as a British 
laryngologist although he was of German birth, was Sir 
Felix Semon (1849-1921). Arriving in London in 1878, as a 
young and unknown foreigner, to study under Sir Morell 
Mackenzie, he became Mackenzie’s assistant and-a member 
of the staff of the Golden Square Hospital. He settled in 
practice in London and eventually rose to a position of world- 
wide fame as a laryngologist.”® 

Perhaps the main reason of Semon’s outstanding success, 
apart from his ability and industry, was his devotion to 
general medicine while pursuing his work in a newly dis- 
covered field. After his appointment as laryngologist to 
St. Thomas’s Hospital in 1882, he kept in close touch with 
the medical wards, a circumstance which led to his important 
discoveries relating to paralysis of the larynx. He showed 
that in progressive organic lesions the nerves supplying the 
abductor muscles of the larynx were effected before those of 
the adductors, a statement since known as “* Semon’s law.” 
He also did good service by his study of the early signs of 
cancer of the larynx, and by disproving the fallacy, then pre- 
valent, that the endo-laryngeal removal of innocent growths 
of the larynx tended to promote malignancy.2° Semon 
achieved good results—80 % recoveries—in the removal of 
cancer of the larynx by thyrotomy or laryngo-fissure, an 
operation which had been regarded as dangerous and un- 
certain until it was re-introduced and perfected by Sir 
Henry Butlin (1843-1912), who was not only a general 
surgeon but also a laryngologist of high repute. The surgeon 
who first performed the operation of excision of the larynx 
(laryngectomy) for cancer was Sir Patrick Heron Watson 
(1832-1907) of Edinburgh. 

Semon retired in 1911 at the zenith of his career. He had 
been the recipient of many well-deserved honours, including 
that of knighthood in 1897. His memory is perpetuated in 
the “*Semon Lectureship in Oto-Laryngology” of the 
University of London. 


The Twentieth Century and the Future of Oto- 


Semon was one of the last to practise laryngology as an 
independent specialty. Early in the present century, it 
merged with otology to become oto-laryngology. The some- 
what clumsy term rhinology was abandoned, by general con- 
sent, as diseases of the nose had always been grouped with 
those of the pharynx and larynx. Naturally, some oto- 
laryngologists still show a preference for the study of the ear, 
others for the larynx, but none limit their practice so strictly 
as did the pioneers. Societies, like journals, have been of 
great value in the advancement of knowledge. The British 
Laryngological and Rhinological Association, founded by 
Morell Mackenzie in 1888, extended its scope to include 
otology in 1895. The Otological Society of the United 
Kingdom was founded by Sir William Dalby in 1899, the 
Laryngological Society of London by Semon in 1893. In 
1907, all those Societies became amalgamated in the Sections 


of Otology and of Laryngology of the Royal Society of 


Medicine, while the Scottish Society of Otology and Laryng- 
ology was established to represent the specialty in Scotland 
and Northern England. 
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Oto-laryngology was well and strongly represented in 
Britain during the early years of the present century, and much 
useful original work was accomplished. Men like Milligan 
of Manchester, Fraser of Edinburgh, Gray of Glasgow, and 
Tweedie of Nottingham advanced our knowledge of the ear ; 
Tilley of London, Watson-Williams of Bristol, and Turner 
of Edinburgh investigated the nasal sinuses ; Hill of London, 
Kelly of Glasgow, and Paterson of Cardiff were masters of 
cesophagoscopy; while St. Clair Thomson of London 
wrote the leading text-book of diseases of the nose and 
throat.27 

On the future of oto-laryngology it would be idle to 
speculate. Thirty years ago it was virtually a branch of 
surgery. Its exponents competed with each other in inventing 
instruments and devising operations. At the present time 
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the attitude is distinctly more conservative, partly owing to 
the earlier and more careful treatment of acute infections, 
especially in children, partly to the introduction of sulphona- 
mides and other drugs. On the other hand, the scope of the 
work has been extended by the introduction of bronchoscopy 
and cesophagoscopy and by the elaboration of the tests of 
audition and of equilibration. Disorders of speech and voice 
still offer a wide unexplored field, and there are problems of 
education of the deaf, which can be solved only by an expert 
otologist. Whether oto-laryngology will retain its present 
form, or will again divide into various new branches, or even 
amalgamate with established branches of surgery—neuro- 
logical, plastic, thoracic and so on—time alone will show. 
Certain it is that British oto-laryngology will follow the great 
traditions of the pioneers. 
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NOTES ON THE PROGRESS AND FUTURE ROLE OF RESEARCH IN OTOLOGY 


C. S. HALLPIKE, M.B., M.R.C.P., F.R.C.S. 


The relief by surgical measures of suppuration in the middle 
ear cleft has been for many years a major concern in the 
work of otologists. This work has been effective and of 
prime importance ; nevertheless, it seems right to point out 
that the success achieved owes more to the application of 
general surgical principles than to any advance in funda- 
mental knowledge of the ear. As surgical technique has 
advanced, there has been a steady decline in the need for 
its use, and the performance of mastoid operations of all 
kinds which was common twenty years ago has to-day 
become a comparative rarity. This development is also 
largely independent of the growth of specialised otological 
knowledge, and is attributable to improvement in nutritional 
standards, chemotherapy and other factors. 

That so much of the work of otologists has been ac- 
complished with so little recourse to weapons placed in their 
hands by otological research helps little to assess the worth 
of such weapons and implies only that otologists in this par- 
ticular field of their work have not yet required to advance 
beyond the stage of general principles. In the next stage 
of its work otology will need to achieve a higher standard 
of special knowledge. 

The otologist of to-day, and still more of the future, will 
be called upon less and less to deal by surgery with acute 
infection of the middle ear cleft and even less with its chronic 
end-results. Instead, he will need to be increasingly equipped 
with that special knowledge of aural structure and function 
which alone can provide a basis for the growth of his under- 
standing of the nature and beginnings of aural, more par- 
ticularly of labyrinthine, disease. 


The further acquisition of such knowledge and its rational 
application still constitute the formidable agenda of oto- 
logical research. 


Clinical Problems 


Méniére’s disease, otosclerosis, catarrhal otitis media and 
inherited deafness are clinical conditions which commonly 
confront the otologist, and are selected as being serious in 
their effects, ill understood, and resistant to treatment. 


Méniére’s disease. Méniére’s disease is of particular 
interest as a subject in which recent developments in patho- 
logical anatomy have illustrated the elementary weaknesses 
of otological research. Until 1938, little was known of the 
pathological basis of this disorder. Since that date, histo- 
logical examinations of the labyrinth by Hallpike, Cairns, 
Rollin and others have clearly established the existence of 
an obstructive distention of the endolymph system. In 
this we see that simple observations of structural change of 
the kind which in 1855 revealed the pathological basis of 
Addison’s disease have only recently been possible in the 
case of a common disease of the labyrinth. 

That otologists should be so far behind in so elementary 
a field of investigation is due, as we know too well, to the 
intrinsic difficulties of obtaining the necessary material and 
of its competent preparation for microscopic examination. 
These difficulties have not yet been overcome. Far too 
little material is still examined and not always with the full 
technical competence which is required. 

If we consider now the physiological data which have to 
serve us in explaining the pathological anatomy of Méniére’s 
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disease, very few are available. Guild’s (1927) paper on the 
circulation of the mammalian endolymph is still a classic, 
while more recent estimations of osmotic pressure by Aldred, 
Hallpike & Ledoux (1940) provide a promising indication 
of the physico-chemical factors which may be involved. 
Little else is available and neither of these investigations 
appears to have been confirmed or even repeated. This and 
much other experimental work on the physiology and 
pathology of the endolymph are needed, as also a fuller 
analysis of the clinical features of Méniére’s disease. 


Otosclerosis. The clinical and histological features of 
this serious cause of deafness are well known. Its etiology 
remains obscure, and a factor in this obscurity is the ex- 
ceptional difficulty of an experimental approach. Since the 
work of Wittmaack on the experimental production of 
otosclerosis in hens, the greatest promise has been provided 
by Mellanby’s * (1938) demonstration of the striking effects 
upon the bony capsule of the labyrinth in certain laboratory 
animals of avitaminosis-A. While it is generally recognized 
that there are many more points of difference than agree- 
ment between the bony changes which Mellanby described 
and those in otosclerosis, it would still seem a possibility 
that the end of this story has not yet been heard. 

The interesting and important work of Holmgren and his 
English followers on the surgical improvement of hearing 
in otosclerosis by means of fenestration operations continues 
to be disappointing, although better results have been claimed 
by Lempert of New York. It is difficult to avoid the im- 
pression that a better understanding of the physiological 
mechanism which underlies the immediate improvement of 
hearing would do much to explain and possibly prevent its 
subsequent regression. 


Chronic catarrhal otitis media. The mechanisms which 
control the output and circulation of the mucus and other 
fluids of the middle ear constitute an important chapter of 
aural physiology. Their disturbance under the pathological 
conditions of catarrhal infection, often in the presence of 
Eustachian insufficiency, underlies and leads to the state 
which we know as chronic catarrhal otitis media. This 
condition is common, resistant to treatment, and an im- 
portant cause of severe deafness, often with involvement 
of the internal ear. There seems good reason for hope that 
progress in its understanding and clinical management will 
in future be furthered by the methods of investigation which 
have been applied with success, both in this country and 
America, to the problems of vacuum otitis in Air Force 
and Naval personnel. 


Inherited deafness. It is commonly realized that inherited 
disease does not of necessity involve a congenital anatomical 
defect. What is more often inherited is a predisposition to 
later degeneration of certain tissues or organs. While such 
degeneration may be inevitable, it is possible also that it 
may be precipitated by biological factors which may be 
identifiable and conceivably subject to some kind of control. 
It is of interest in this connection to note that Griineberg, 
Hallpike & Ledoux (1940), in their study of the development 
of the cochlear changes in a form of inherited deafness found 
in the shaker mouse, were able to show that no congenital 
defect of structure occurs here. Instead, a degeneration of 
a fully formed organ is seen. 


Electro-Acoustics and the Otologist 


The traditional clinical tests of cochlear function by voice 
and tuning fork can boast of no great precision. The design 
of electro-acoustic equipment for the purpose of these tests 
presents little difficulty from the viewpoint of electro-acoustic 
technology, and the use of such equipment has long appeared 
to promise greater accuracy and ease of reproduction of 
test results. 

Gramophone and pure tone audiometers have been well 
known in Britain for a number of years, without, it must 
be said, coming into very common use. Here it needs to be 
emphasized that a major factor in limiting the wider accept- 
ance of audiometers has been the neglect of adequate pro- 
vision for their calibration. Concerning the functional 
significance of the tests for which these instruments are used, 
some discussion still hinges upon the relative value to the 
clinician of the tests of hearing for speech and pure tones. 





* [see also BMB 376} 
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At the present stage such discussion would appear to possess 
little practical significance. 

Each variety of test deals with a particular aspect of 
hearing. Both need to be tested and both tests are probably 
necessary. The need of the moment is therefore much more 
that both tests should be brought into common use under 
conditions which ensure the proper calibration (and its 
maintenance) of the test equipment. 

Concerning the problems which arise in connection with 
hearing aids, there is an outstanding need that otologists 
should intervene more generally and much more effectively 
in assessing the clinical value of these instruments and in 
the prescription of their use. 

In no way can otologists do more to bring this about and 
so lay a firm foundation for the extension of their knowledge 
in this difficult field than by taking the lead in the design and 
standardization of new tests of hearing and test equipment 
based upon up-to-date electro-acoustic practice, and by 
ensuring throughout that the fullest provisions are made 
for dealing with the problems of calibration. 


Neurology and the Ear 


Defects of cochlear function in neurological disorders 
occur under conditions which are on the whole limited and 
well defined. We mention, in particular, tumours of the 
VIlIth cranial nerve and lesions of the mid-brain. To this 
extent, therefore, the value of their detection and analysis 
by otologists is limited. Disturbance of vestibular function, 
on the other hand, occurs in a much wider range of neuro- 
logical disorders and often under conditions which leave 
their pathological basis obscure. 

The grosser forms of vestibular dysfunction which result 
from the involvement of the vestibular centres by disseminated 
sclerosis and neoplastic disease are of course well known. 
Some novel aspects of the neurological significance of the 
vestibular tests have lately been revealed by the work of 
Angyal & Sherman (1942) on the abnormalities which occur 
in the vestibular responses of schizophrenics and by the work 
of Spiegel (1932) and of Fitzgerald & Hallpike (1942) on 
the cortical localization of vestibular function. The work 
in question conveys a clear suggestion that the classical 
tests of vestibular function which have been used by otologists 
since the time of Barany may in future find a wider useful- 
ness in elucidating the problems of disease of the central 
nervous system. 


The Medical Research Council and Otological Research 


The Medical Research Council has interested itself for a 
number of years in the problems of hearing through its 
Committee on the Physiology of Hearing. The Committee 
has sponsored a number of publications which include 
Reports on The use of hearing aids (Ewing, Ewing & Littler, 
1936), and on Hearing and speech in deaf children (Kerridge, 
1937). 

The Council has recently established three committees 
to further a wide programme of research into the problems 
of deafness. One of these committees will deal with the 
medical and surgical problems of deafness ; its Chairman is 
Professor Henry Cohen of the Faculty of Medicine, Liver- 
pool University, and its Secretary, Mr. T. E. Cawthorne, 
Aural Surgeon to King’s College Hospital and author of a 
number of papers on the medical and surgical treatment of 
Méniére’s disease. 

The second committee has been appointed to consider 
the problems of design and performance of electro-acoustic 
equipment used in the investigation and alleviation of deaf- 
ness. Its Chairman is Dr. W. G. Radley, Director of the 
Research Station of the General Post Office. The Secretary 
is Dr. T. S. Littler, Lecturer in Acoustics at Manchester 
University. Dr. Littler has also worked for a number of 
years in conjunction with Dr. and Mrs. A. W. G. Ewing of 
the Department of Education of the Deaf at Manchester 
University upon the physical characteristics of hearing aids. 

Problems connected with the education of the deaf will 
be dealt with by the third committee, which will sit under the 
chairmanship of Professor F. C. Bartlett, who occupies the 
Chair of Experimental Psychology at Cambridge. The 
Secretary of the committee is Dr. A. W. G. Ewing, Director 
of the Department of the Education of the Deaf at Man- 
chester University. 
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THE SCOPE OF SPEECH THERAPY 


E. J. BOOME, M.B., M.R.C.P., D.P.H. 


Disorders of speech have been known through the ages and 
have often been a subject of ridicule. Many methods have 
been tried in the cure of stammering, and most of us are 
familiar with the story of Demosthenes and the pebble. 
Moses was a stammerer, and for this reason he refused at 
first to lead the Jewish revolt against the Egyptians. Once 
he assumed the leadership, his sense of inadequacy ceased 
and he lost his fear of speech. This situation would seem 
to have a parallel in the present-day teachings of the relation 
between the sense of inferiority and stammering. 

It is only lately that the seriousness of the disability in- 
volved in defective speech has been recognised by medical 
and educational authorities. Speech therapy in Britain has 
undergone many vicissitudes but is now becoming more and 
more freed from charlatanism and is acknowledged as a 
profession auxiliary to medicine. 

It is difficult to arrive at an accurate estimate of the inci- 
dence of speech defects, but it is probable that at least 2% 
of the school population is affected. In 1943, Dr. J. E. A. 
Underwood, Chief Medical Officer to the Board of Education, 
estimated the total number of affected children as 135,000- 
150,000 in England and Wales and 25,000 in Scotland. 

It is therefore clear that defective speech is a problem of 
some magnitude. 


The Conditions in which Speech Therapy can be of Benefit 

Speech therapy is, generally speaking, the treatment of 
defects and disorders of speech. It does not include the 
education of the deaf and the mentally defective. The defects 
and disorders of voice, speech and language which fall within 
the province of the speech therapist may be classified as: 


i. Stammering (sometimes called stuttering) 


ii. Alalia (not arising from deafness or gross mental 
deficiency) 
iii. Dyslalia (a defect of articulate speech of varying degrees 
of severity, common in childhood) 
iv. Aphonia (a) functional (habitual and hysterical) 
(b) organic (e.g. arising from laryngeal disease) 
(c) post-operative (e.g. after thyroidectomy, 
laryngectomy) 
v. Cleft-palate speech 
vi. Defects of nasality (a) excessive nasality (arising from 
defective occlusion of the naso- 
pharynx during speech) 
(b) Insufficient nasality (arising from 
nasal obstructions, or their after- 
effects) 


vii. Aphasia (allied with alexia and agraphia) 
viii. Dysarthria 
ix. Abnormalities of voice and speech characteristic of certain 
diseases of the nervous system. 
x. Defects of interpretation of spoken language. 


Methods of Speech Therapy 
These may be briefly enumerated : 
i. Muscular Relaxation 
The patient must learn the difference between normal 
muscular tension and muscular hypertension. The latter 


is not only a waste of energy but a definite hindrance to 
specialised muscular action such as is involved in speech. 
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It is often necessary for the patient to learn to relax muscle 
by muscle. It is found to be helpful to achieve this through 
the medium of muscular movement, i.e. contraction and 
relaxation of muscle. He should then try to relax the body 
by conscious thought while in a recumbent position. 


ii. Psychological Approach 

The personality of the speech therapist is very important. 
The object of the therapist should be to draw out and develop 
the latent power of the patient and to inspire him with a 
desire to reach the goal where his language adequately 
expresses every thought which he wishes to utter. In fact 
the speech therapist should be a good missionary. 


iii. Re-education of Speech and Voice 


This is carried out by specific exercises which are designed 
to give rhythm, flexibility and co-ordination. 


iv. Rehabilitation of the Aphasic 

The disorder of speech results from lesions of special speech 
centres in the cerebral cortex, of association fibres deep to 
those centres, and also from lesions of the motor cortical 
centres and paths connecting them with the muscles of 
articulation. 

The treatment given aims at the re-education of the actual 
speech and rehabilitation of the patient. ; 

Patients reach the speech therapist from other departments 
of hospitals in which a speech clinic exists, from school 
medical officers, or from private medical practitioners. 
Speech therapists work under medical direction and are 
instructed not to accept patients unless they have been 
referred for treatment by one of these routes. This provision 
is necessary in order to avoid overlooking organic disease. 


Qualifications as a Speech Therapist 

A good general education is essential and candidates are 
expected to have matriculated or to hold school certificates 
giving exemption from matriculation. Students are not 
usually accepted for training under eighteen years of age, 
though this requirement is not rigidly applied during the war. 
There is no upper age limit but the training involves close 
study which might prove difficult to candidates over forty 
years of age, who may also have difficulty in securing appoint- 
ments. The speech therapist’s work is balanced between 
that of the teacher and social worker and that of the doctor. 
A speech therapist is not a specialised teacher. 

Courses of training are of two to three years’ duration, 
according to the age and experience of the student. The 
syllabus includes phonetics, anatomy and physiology, neuro- 
pathology, psychology, the theory and practice of speech 
therapy, and other subjects. Clinical instruction and prac- 
tice are an integral part of the training. The cost of training 
is about £50 per annum non-resident. There are five recog- 
nised training centres situated in London and Glasgow. 


Present Organisation of Speech Therapy in Britain 

There are approximately 200 qualified speech therapists in 
the United Kingdom. 

The recognised qualifying body in speech therapy is the 
College of Speech Therapists, 86, Harley Street, London, W. 1, 
which is an amalgamation of the Association of Speech 
Therapists and the British Society of Speech Therapists. In 
1942, this body was recognised by the Board of Registration 








of Medical Auxiliaries, and qualified speech therapists are 
admitted to the National Register of Medical Auxiliaries. 

Of about 315 education authorities in England and Wales, 
about 100 have appointed speech therapists. In Scotland 
6 out of 35 authorities have made such appointments. 

In some of the larger towns there are hospital speech clinics 
where adults as well as children can be treated: those who 
can afford the fees are treated by speech therapists in private 
practice. These facilities are, however, by no means adequate 
to meet the needs of the speech-defective population. 


Future Development of Speech Therapy 
Speech is so fundamental a function that any disability is 
one of the greatest obstacles to full intellectual and social 
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development. Speech therapy must therefore take its place 
as a recognised and valuable contribution to social service. 


If the needs of the speech-defective population are to be 
covered, it will be necessary : 


(i) to extend present facilities to provide for treatment in 
all schools ; 


(ii) to provide for children over school age who, for any 
reason, have not obtained treatment during their years at 
school ; 


(iii) to provide for adults, either in hospitals or in evening 
institutes similar to those organised by the London County 
Council. 
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PIONEERS IN THE TEACHING OF THE DEAF 


DOUGLAS GUTHRIE, M.D., F.R.C.S.Ep. 


It is perhaps unfortunate that the term “* deafness ” is applied 
to a defect of hearing of any degree, ranging from a slight 
loss, which scarcely affects the capacity of the individual, 
to a complete absence of the sense of hearing. Total 
deafness is relatively rare, only about 10% of all cases, 
but the degree of hearing which remains in children born 
deaf is usually insufficient for the perception of speech, and 
this also applies to children whose hearing has been lost 
through ear disease at an early age, before speech has 
been acquired. Such children are dumb, as well as deaf, 
although their vocal organs are normal, the inability to speak 
arising solely from the fact that the deaf child does not hear 
speech, and in consequence cannot acquire the power by the 
usual process of imitation. He is, in fact, deaf and dumb, 
although the word deaf-mute is more correct and expressive, 
implying as it does that the dumbness is the direct result of 
the deafness. In teutonic languages the word dumb (Ger. 
dumm) originally meant stupid, a sense which it still retains 
in modern American slang. Thus, it is not surprising that 
in ancient times the deaf child was regarded as a mental de- 
fective, and that no attempt was made to educate him to 
become a useful citizen, until about the sixteenth century. 

We do not know who was the first to suggest or to practise 
the education of deaf-mutes. Some authorities would accord 
the priority to St. John of Beverley (A.D. 700), who is mentioned 
by the Venerable Bede, in his History of the Church of England, 
as having taught a dumb young man to speak, although the 
account does not state whether the dumb man was also deaf. 

At a considerably later date, the problem was discussed by 
Rudolph Agricola (b. 1442) of Gréningen, Holland, by 
Jerome Cardan (1501-76) of Milan, and by Salomon Alberti 
(1540-1600) of Nuremberg, but in each case the method used 
or advised was to teach the deaf “ to hear by reading and to 
speak by writing.” There was no exposition of the manual 
alphabet, nor of lip-reading. 

Probably the first person to instruct the deaf in the use of 
language was the Spanish Benedictine monk, Pedro Ponce 
de Leon (1520-84), whose writings have been lost, but whose 


work was continued by another monk, Juan Pablo Bonet. 
Bonet’s monograph, entitled Reduccion de las letras, y arte 
para ensenar a ablar los mudos, viz. *“* The reduction of letters 
[to their phonetic value], and the art of teaching the deaf to 
speak,” was published at Madrid in 1620. It is mentioned 
by the versatile Sir Kenelm Digby who, in his Treatise con- 
cerning bodies, 1644, describes how a Spanish lord, born deaf, 
was taught to speak by a priest, who wrote a book on the 
subject. Digby notes further that “* he could not govern the 
pitch of his voice ; what he delivered he ended in the same 
key as he began it,” that he attentively studied the face of 
any one who spoke to him, and that he could interpret 
nothing in the dark. It is an accurate description of the 
monotonous speech of the deaf, and of the practice of lip- 
reading. 

The first in Britain to devote his attention to the subject 
was John Bulwer, “‘ The Chirosopher,” as he was called. Of 
his life we know little, but his memory survives in a number 
of quaint works, now rare, and highly prized by collectors. 
His Chirologia, or the naturall language of the hand (1644), 
deals with gesture as the natural means of communication 
in man. Various gestures are illustrated, although there is 
no attempt to construct a finger alphabet. Four years later, 
Bulwer published another book, entitled Philocophus ; or the 
deafe and dumbe man’s friend, showing, it is stated, “* that a 
man born deaf and dumb may be taught to heare the sound 
of words with his eye, and thence learne to speake with his 
tongue.”” The writer is careful to add that the tongue is 
“ not the chiefest cause of speech,” the jaws, palate, nose and 
lips all being essential for correct articulation. In addition 
to this “ Ocular Audition,” or, as it is now called, “ lip- 
reading,” Bulwer notes that the deaf may appreciate music 
through the medium of their teeth, by “‘ Dentall Audition.” 
Bulwer also forecast the establishment of a “* New Academie ” 
for the education of the deaf, a project which was not realised 
until a hundred years later. 

Contesting the priority with Bulwer, though obviously of 
later date, we find John Wallis, the professor of mathematics 
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at Oxford, who had already won a great reputation as an 
authority on cipher writing. Wallis not only published a 
treatise on speech, De loquela, in 1652, but he also made 
practical use of his ideas in teaching a deaf man, Daniel 
Whalley, to speak, and he demonstrated the method to the 
Royal Society and to King Charles II. Daniel Defoe refers 
to Wallis in his Life and adventures of Mr. Duncan Campbell, 
a deaf and dumb gentleman, which appeared in 1720 and is 
quite in the tradition of the more famous Robinson Crusoe. 
Campbell, it is alleged, was gifted with second sight, and his 
services as a fortune teller were widely sought in Edinburgh 
and, later,in London. Defoe illustrates in his work the finger 
alphabet which Wallis used in addition to writing and 
articulation. 

Contemporary with Wallis was William Holder, a dignitary 
of the Church, whose wife was a sister of Sir Christopher 
Wren, and who wrote an interesting monograph on Elements 
of speech, in 1669. In this work, Holder gives an account of 
the position and movements of the vocal organs in the pro- 
duction of the various vowels and consonants, a description 
to which little could be added, even to-day. His method of 
teaching the deaf consisted in demonstrating the mechanism 
of articulation, assisted by finger spelling, and he also taught 
lip-reading. Holder added to his reputation by teaching a 
deaf-mute, Alexander Popham, who, however, relapsed into 
silence and was again taught to speak by Wallis, to whose 
work we have referred. There was some dispute between 
Holder and Wallis regarding the share of each in this 
success. 

Another contemporary was George Dalgarno, a native of 
Aberdeen, who spent most of his life as a teacher at Oxford, 
and who published, in 1680, his Didascalocophus, or, the deaf 
and dumb man’s tutor. Dalgarno is said to be the first writer 
who devised and illustrated a complete system of finger 
spelling. It was a one-handed finger alphabet. Touching 
the tips of the thumb and fingers in turn denoted A, E, I, O, 
and U; touching the first joints, B, C, D, F and G; the 
second joints H, K, L, M and N; and so on. Dalgarno 
wisely insisted that the finger alphabet should not be replaced 
by mere sign language, and he taught the deaf reading and 
writing rather than speech. 

The pioneer who insisted on the importance of a purely 
oral method of teaching was Jan Coenraad Amman, a Swiss 
physician who practised in Holland, and who published his 
book, Surdus loquens (The speaking deaf) at Amsterdam in 
1692. This work, written in Latin, is the foundation of the 
method now universally approved and practised. The fol- 
lowing century witnessed the researches of two eminent 
teachers of the deaf, the Abbé de I’Epee in France and 
Heinicke in Germany. Both deserve to be honoured, 


though their methods were at variance. Abbé Charles 
Michel de l’Epee (1712-89) showed unsparing devotion to 
the interests of the deaf, although most of his attention was 
centred in the use of signs, and he compiled, though he did 
not complete, a dictionary of signs for the use of the deaf. 
At his own expense, he founded a school for the deaf at Paris 
in 1765. After his death, the school was continued by his 
successor, Abbé Sicard, and a few years later it became a 
national institution. Meanwhile, in Germany, Samuel 
Heinicke (1729-90), pastor of Nautschutz, was engaged in 
developing the oral method of teaching the deaf which is now 
everywhere accepted. He believed that speech should be 
the sole method of instruction and of expression, and he 
a disapproved of the method employed by the Abbé de 
l’Epee. 

The first school for the deaf in Great Britain, and indeed in 
the world, was a private establishment founded at Edinburgh 
in 1760 by Thomas Braidwood. Braidwood was assisted by 
his brother John, their methods remaining a family secret, 
though it is known that the tongue of the pupil was guided 
to various positions of articulation by a little silver rod. 
When Dr. Samuel Johnson visited the school in 1773, there 
were twelve pupils, ‘“‘ mostly from England, but several from 
America.” In 1783, the Braidwoods removed to London, 
establishing, in Old Kent Road, a school which was con- 
tinued by their nephew, Dr. Joseph Watson. Even in his 
day, visitors who came to learn the methods were not 
welcomed, so that Dr. Thomas Gallaudet, who came from 
America to study, was obliged to proceed to Paris, where he 
was more cordially received by the Abbé Sicard. Gallaudet, 
on his return to America, established a school for the deaf 
at Hartford, Connecticut, in 1816. 

Another pioneer was Alexander Graham Bell (1847-1922). 
His father was a teacher of elocution at Edinburgh who, 
later, went to America in order to lecture on his system of 
phonetics and “‘ visible speech.”” Graham Bell succeeded his 
father as a teacher of the deaf at Boston. His efforts to 
transmit speech by electric means, for the benefit of the deaf, 
led to his invention of the telephone in 1872-76. 

Denmark was the first country to introduce the compulsory 
education of deaf children, in 1817. In Great Britain, this 
step was not taken until 1893, when education of the deaf- 
mute child between the ages of seven and sixteen became 
compulsory. In 1937, the age of entry was lowered to five 
years, although, in the opinion of most authorities, the 
training of the deaf child should commence earlier than that 
of the normal child and, indeed, at the earliest possible 
age. Vocational training of older children is now undertaken 
in a number of schools for the deaf, while the opportunities 
of employment for deaf adults have considerably increased. 
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DISCUSSION ON THE INFLUENCE OF VITAMINS 
AND HORMONES ON THE PHYSIOLOGY AND 
PATHOLOGY OF THE EAR, NOSE AND THROAT 

by E. Mellanby, R. Greene & R. G. Macbeth, Proceedings 
of the Royal Society of Medicine, 36, 621-626, September 
1943 


In a discussion before the section of Otology and Laryngo- 
logy of the Royal Society of Medicine, Sir Edward Mellanby 
(Secretary of the Medical Research Council) said that, 
although there is at present no well-founded evidence that 
vitamin deficiency is an important factor in any of the clinical 
conditions found in otology, it must be expected that future 
relationships will be determined between nutrition and 
morbid conditions of the ear, nose and throat. 


Mellanby referred in some detail to his work (see Mellanby, 
1943) on the remarkable effects of experimental vitamin A 
deficiency in puppies. The bone hyperplasia, which occurs 
in from three to five months in puppies on vitamin A-deficient 
diets, but much later in the adult dog, is due to a derange- 
ment of osteoblastic and osteoclastic activity as a result of 
which bones of abnormal texture and shape are produced. 
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Thus vitamin A seems to control and co-ordinate the actions 
of these bone cells, while vitamin D is concerned with the 
calcification and hardening of osteoid tissue. The effects of 
irregularity of bone growth in A-deficient puppies are evident 
throughout the central nervous system but particularly in 
the auditory apparatus. Overgrowth of bone is regularly 
found in the internal auditory meatus and severe degenera- 
tion in both cochlear and vestibular divisions of the 8th 
cranial nerve follows as the result of pressure. Overgrowth 
of periosteal bone in the labyrinthine capsule causes the 
cochlea to be more deeply placed, so that the auditory nerve 
is lengthened, compressed, and its course made tortuous. 
The cochlear division is always the more affected and its 
fibres degenerate completely ; the cells of Scarpa’s ganglion 
and the vestibular fibres are more resistant and the latter 
degenerate on the peripheral side of the injured point only. 
Later serous labyrinthitis develops, to be followed by de- 
generation of the organ of Corti. There is evidence that the 
former can be cured and the latter prevented by administra- 
tion of vitamin A at this stage, but the nerve degeneration is 
irreversible. Mellanby pointed out that this work has not 
yet been shown to have any direct clinical significance. 

Dr. Raymond Greene (physician in the Emergency Medical 
Service) drew attention to the developmental relationships 
between the pharynx, the auditory apparatus and the pituitary 
gland, and stressed the fact that probably no system of cells 








in the body is entirely exempt from the influences of the 
endocrine glands. In oto-laryngoiogy this influence is dis- 
played most clearly in effects on bone growth and on the 
mucous membranes. Thus overactivity of the «-cells of the 
pituitary (gigantism and acromegaly) is associated with 
abnormal development of the accessory air sinuses, altera- 
tions in the shape of the skull and jaws, and enlargement of 
the larynx which produces a characteristically deep voice. 
In hypopituitary states, conversely, underdevelopment of the 
face and sinuses is often seen and the small larynx and high 
voice of the eunuch are well known. Cranial dystrophies 
have been clearly related to the anterior pituitary since 
Keith’s classical work (1911) and more recently cranial 
dysplasia has been found by Mortimer, Wright & Collip 
(1937) in over 90% of cases of atrophic rhinitis, many of 
which were associated with “ constitutional deafness.”” The 
relationship between the mucous membrane of the nose 
and the mechanism of sex is said to have been known to 
Hippocrates. It is generally held that congestive states of 
the nasal mucosa in women are related to the increased 
circulation or output of cestrogenic substances, but there is 
much less agreement on the efficacy of the treatment of 
atrophic rhinitis with cestrogens. There is evidence to suggest 
that this condition may be related to abnormal action on 
skull growth of the anterior pituitary, the hyperemia being 
induced by cestrogen which produces a local increase in the 
production of acetylcholine. Treatment by direct topical 
application of prostigmin, though frequently effective, is 
only palliative and any real success depends on the previous 
treatment of gross sepsis. 

Mr. R. G. Macbeth (Radcliffe Infirmary, Oxford) described 
some observations on the effect of ascorbic acid on the 
incidence and course of infection in the upper respiratory 
tract and on the frequency and severity of hemorrhage 
following sinus, septal, and tonsillar operations. Patients 
from the Armed Forces treated in an Emergency Medical 
Service hospital were divided into two groups, one group 
receiving 1,000 mg. of ascorbic acid on each of 4 successive 
days immediately before operation. It was concluded “ that 
there was probably a generalised lowering of ascorbic acid 
in members of the Forces and in civilian workers in the 
winter and early spring ; and that there was a relation 
between this and upper respiratory infections and a tendency 
to bleed ” after operation. 
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Deaf-Mutism 


The papers reviewed below were read at a Discussion on 
Deaf-Mutism at the Section of Otology, Royal Society of 
Medicine, London, on 5th February, 1943. 

The object of the discussion was to state the present position 
of our knowledge of deaf-mutism and to indicate in what 
respects the training and management of the deaf child might 
be improved. The first paper deals with children under three 
years of age, the second with the older child and the adolescent. 

Dr. and Mrs. Ewing are the leading authorities in Britain on 
the teaching of the deaf. At the University of Manchester 
they are in charge of the Department of the Education of the 
Deaf, established in 1934. They have each written many 
papers on the subject and have collaborated in a well-known 
and valuable book entitled “‘ The handicap of deafness” 
(London, 1938). 
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DEAFNESS IN INFANCY AND EARLY CHILDHOOD 
by (Mrs.) I. R. Ewing, Journal of Laryngology and Otology, 
58, 137-142, April 1943 

The paper deals with the records of thirty unselected deaf 
children. Ten of the children were under the age of 2 and 
twenty were between the ages of 3 and 4 at the first visit. 
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Fourteen of the children failed to respond to any form of 
sound stimulation. The other sixteen possessed at least a 
small island of hearing. Twenty-eight were born deaf, one 
became deaf from measles at the age of 1, and one from 
meningitis at the age of 5 months. 

Motor development was not retarded in the children who 
retained a remnant of hearing ; all of them could walk alone 
by the age of 18 months. The totally deaf children, however, 
showed much slower motor development. Only two could 
walk at 18 months. Two of them could not sit up alone 
before the age of 11 months and two others did not walk 
alone until the age of 2 years. Five others of the totally 
deaf group could walk only with difficulty when 3 years old. 

Regarding adaptive behaviour, which Gesell defines as 
“ general capacity to exploit environment,” for example, 
reaching for a spoon or building with blocks, this does not 
appear to be altered in deaf children. Retardation was 
observed in only two of the thirty children under review. 

With reference to language, which includes vocalisation, 
speech, and auditory comprehension, no child of the group 
had enough hearing to enable a comparison to be made 
between deaf and hearing children. Nevertheless a study 
was made of the deaf child’s use of voice and of his methods 
of making known his wants. Twenty-eight of the thirty 
children were reported by the parents to use their voices 
naturally in babyhood; only two were abnormally silent, 
both totally deaf children. In general there were few varia- 
tions during the first year and the pitch and loudness of the 
sounds made by deaf children were the same as those of 
hearing children. At the age of about 18 months, however, 
the deaf child loses interest in using his voice and tends to 
become silent, making a noise only when he is angry or 
afraid. 

The voice of the untrained deaf child of 3 to 5 years of 
age is ugly and harsh. It is at this time that the deaf child 
uses his voice less and makes known his wants by pointing, 
pulling, and gesture. This change from vocal expression 
to gesture is to be deplored. The vocalisation of the baby 
who can hear, merges into babbling and then into speech. 

Language and its expression in speech are not the fruits 
of teaching, but they give evidence of learning. In the young 
deaf child, the first essential is that the use of voice and 
interest in vocal play should be retained, even though he 
can hear no sound. He must be constantly encouraged to 
use his voice so that the kinzsthetic sensations may become 
fixed in the mind and serve as a basis for speech. The deaf 
child has an urge to vocal expression which must be strongly 
encouraged. Gesture does not and cannot serve as an 
adequate form of stimulation for the mind, although it may 
serve to satisfy bodily wants. 

Deaf children show as much intelligence and desire to 
imitate as do the children who hear. Such behaviour 
deceives the onlooker, who forgets that intelligence cannot 
feed upon itself. The growing mastery over speech is 
denied to the deaf child. He requires more encouragement 
on that account. He must be taught to apply language, to 
articulate and to lip read, and this help can be given only 
by a teacher specially trained for the task. 
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THE NATURE OF DEAF MUTISM—CHILDHOOD 
AND ADOLESCENCE 


by A. W. G. Ewing, Journal of Laryngology and Otology, 
58, 143-150, April 1943 


In a preceding paper by Mrs. Ewing (1943) it was shown that 
by the age of 3 years the mental development of the deaf 
child differs greatly from that of the child who can hear and 
talk. A knowledge of the young deaf child is of great value 
when we come to study the needs of the child of school age. 
In America it has been found that deaf pupils of 12 years 
were comparable in attainment to normal hearing pupils 
4 years younger. The author of the present paper records 
his observation of 109 children admitted to schools for the 
deaf: 63% were born deaf; 37% had acquired deafness ; 
15 % retained sufficient hearing to hear loud speech and to 
justify the use of a hearing aid. When the use of the hearing 
aid was combined with lip-reading it was much more effective. 
A deaf child who is a proficient lip reader can follow speech 
with an accuracy approximating to 40% of that of the 
normal listener. The hearing aid must not be regarded as a 
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substitute for lip-reading. If we imagine ourselves trying to 
learn a completely unknown language through an imperfect 
telephone and without any text-book, we may form an idea 
of the difficulties which confront the deaf child. Further- 
more, he has no experience of the understanding of words 
of any kind, nor of the importance of speech. 

The author investigated the motor control of 68 deaf 
children, employing the tests advised by Oseretski and 
testing 50 normal children as controls. The “* motor index,” 
which ranged from 84 to 104 in normal children, was reduced 
to 80 in partially deaf children, and 74 in totally deaf children. 
All motor control was not equally affected. In manual 
dexterity all the deaf children were approximately normal. 
It was in the capacity to balance the body that the deaf 
children were defective, and the disability was in proportion 
to the degree of deafness. Many deaf children are even above 
the normal standard in manual dexterity. 


Tests of intelligence or practical ability were carried out 
on 150 children who had been severely or totally deaf since 
infancy. Among deaf children there is a group who show 
defective practical ability, but the number is not sufficiently 
large to justify the establishment of special schools for the 
mentally-backward deaf. 


Apart from this group, deaf children are not lacking in 
intelligence, a fact already proved by Drever and Collins. 
As regards mental development, it has been clearly shown 
by Burt (1937) that an average normal child begins school 
life with the foundations of his education already well laid 
and that he learns as much at home as at school. The child 
rapidly educates himself. Much depends upon his oppor- 
tunities for mental stimulation. The normal child begins 
to describe and to interpret at about the age of 4. This 
ability is retarded in deaf children as has been shown by the 
writer, who applied the Gesell and Terman-Merrill tests to 
72 deaf mutes. There was less retardation in 26 children who 
had heard speech by the regular use of a hearing aid. Even 
a small experience of hearing speech is a great incentive to 
linguistic progress. A few deaf mutes attain high standards of 
performance. One has taken a science degree at Cambridge, 
another is a civil engineer, a third is at an agricultural college, 
while two have attended schools for normal girls with success. 
In each case lip-reading was facilitated with the use of a 
hearing aid. Spoken or written expression by the pupils 
had a prominent place in the training, which must always be 
“a two-way traffic.” The criterion to apply to the educa- 
tion of the deaf is—‘* To what extent are the children learning 
to enjoy conversation with normal people out of school as 
well as in school hours ?” 


There must be no pause or rest for any worker in this 
field until wide opportunities, now open only to a few, are 
made available to all deaf children. 
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DISCUSSION ON DEAF MUTISM 
by P. Franklin, D. Guthrie, I. R. Ewing & A. W. G. Ewing, 
Journal of Laryngology and Otology, 58, 158-165, April 1943 


Mr. Philip Franklin, a London otologist, described the 
results of his work since 1931 at the Deaf Mutes Speech 
Clinic for pre-school deaf children. 

The specialised speech instruction of deaf children should 
begin as early as twenty months, although such early training 
is available only at a few centres, such as that described by 
Mrs. Ewing. The child with total loss of hearing may be 
taught to appreciate sound vibrations by the sense of touch. 
Mr. Franklin used an instrument, the Phonotactor, in which 
the voice at a microphone constitutes the stimulus, and the 
child feels it by applying his finger tips to the vibrating 
magnetic plate. This is simply an adaptation of a method 
used for centuries consisting in the appreciation of laryngeal 
vibration by the child who is made to feel the larynx of the 
teacher. 

The majority of congenitally deaf children possess slight 
hearing, in one or both ears. Total deafness is more frequent 
in acquired cases, especially when the cause is meningitis. 
In order to detect slight degrees of hearing, the speaker used 
the audio-amplifier, by means of which a sound may be 
gradually increased and the degree of amplification noted 
at the point where the sound is appreciated. Mr. Franklin 
advocated the stimulation of hearing by gramophone records 
of street noises, animal noises, nursery rhymes and the like, 
and suggested that electrical aids to hearing might be applic- 
able to young children. 

Mr. Franklin had found the labyrinth tests of value and 
stated that a nystagmus response to rotation indicated the 
presence of hearing however slight. The totally deaf showed 
no nystagmus reaction and no vertigo after rotation in a 
chair. Early recognition and early education were of great 
importance in dealing with deaf children. 

The next speaker in the Discussion was Dr. Douglas 
Guthrie, Consulting Aural Surgeon, Edinburgh Royal 
Hospital for Sick Children. He proposed to deal with 
(i) education, (ii) employment, and (iii) sign language, each 
in its application to deaf-mutism. 


i. Many cases of deafness in children were seen first by 
the otologist, who had to decide whether the child was deaf 
or mentally deficient. Many cases of deafness were untreated 
until the child reached school age. It was not realised that 
the education of a deaf child should be commenced as early 
as three years of age. Early recognition was of the first 
importance. Yet many otologists had never visited a 
school for the deaf and were ignorant of the problems 
involved. 


ii. The medical man ought also to take more interest in 
the possibilities of employment for the deaf. All deaf 
persons were employable and at the present time most of 
them were employed. An employer who had experience of 
deaf employees was usually willing to employ more, as they 
proved such efficient workers. The fields of employment 
open to the deaf were still too few—farm work, boot repair- 
ing and tailoring for men, dressmaking and laundry for 
women. Actually it has been shown that no fewer than 
340 different occupations were suitable for the deaf. The 
medical man should be familiar with the possibilities and 
should be in a position to advise employers who might make 
use of deaf workers. 


iii. The use of sign language was common among the adult 
deaf, even those who had been taught to speak in special 
schools. It appeared that so long as finger spelling was 
used, no great harm was done. It was the use of conventional 
signs that kept the deaf from rising into the higher realms 
of thought and culture. There were some who were of 
opinion that sign language ought to be taught to all children, 
deaf or hearing, as a second language besides the mother 
tongue. This was the view of Sir Richard Paget, who was 
of opinion that speech was originally mouth gesture. The 
use of sign language appeared to be the sole means of com- 
munication with the outer world in totally deaf persons 
who had not profited from oral training. 

Replying to the Discussion, Mrs. Ewing agreed with 
Mr. Franklin as to the need for stimulating young deaf 
children, but she disliked the idea of using heavy vibratory 
apparatus. Also the mere hearing of sounds was of little 
value. It was words that were important, appreciated by 
hearing when possible, and always by lip-reading. 








Dr. Ewing also replied, stating that the limits of educational 
attainment were imposed by lack of opportunity and not 
by deficiency in natural intelligence. There were three 
centres for vocational training in Britain, but there was 
scope for extension. As for sign language, he was glad to 
note that Dr. Guthrie preferred finger spelling to sign 
language, but there was a tendency among the adult deaf to 
shorten the effort and resort to a mere system of signs. The 
deaf mute who depends on signs is very limited in his world 
of thought. 

The next serious defect in the education of the deaf was 
the lack of opportunity. It was important to incorporate 
the deaf as far as possible into the normal life and activities 
of the community and the otologist could be of great service 
in the attainment of this ideal. 
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DEAFNESS RESULTING FROM GUNFIRE AND EX- 
PLOSIONS 


by S. Suggit, Journal of Laryngology and Otology, 58, 313- 
326, August 1943 


The author describes the audiometric findings in 69 ears 
damaged by gunfire: three varieties of audiometric ab- 
normality are defined, and it is suggested that each variety 
is correlated with a distinct type of pathological change. 

i. Middle ear damage. As diagnosed by the otoscopic 
findings of tympanic hemorrhage or membrane rupture with 
a negative Rinne test, this is found to be accompanied by a 
generalised raising of the threshold throughout the frequency 
spectrum. 

The co-existence of a well marked high-tone loss is con- 
sidered to indicate additional damage to the cochlea. The 
middle ear element of this audiometric picture shows restora- 
tion to normality with healing of the tympanic lesion. The 
high-tone loss is likely to persist. 

ii. Gradual high-tone loss. This is considered to be 
diagnostic of acoustic trauma by gunfire, usually over a 
period of years. A localised loss at about 4,000 cycles is 
thought to be an early stage of this condition. Evidence of 
tympanic damage is usually absent and the audiometric 
changes are permanent. 

iii. Abrupt high-tone loss. A sharp drop in the audio- 
metric curve occurs between 2,000 and 4,000 cycles. In 
severe cases the frequency at which this drop occurs may be 
as low as 1,000 cycles. This is identified with the detonation 
deafness of Jaehne (1911), and the present author gives it 
the name of concussion deafness. In a few cases it is associ- 
ated with rupture of the tympanic membrane. 

The following analysis is given of the findings in 69 ears: 


a. Middle ear deafness rer as as ae 
b. Gradual high-tone loss__... a nae « FF 
c. Abrupt high-tone loss nod aia me —— 
d. Mixed middle ear and gradual high-tone loss ... 6 
e. Mixed middle ear and abrupt high-tone loss ... 9 
f. Mixed gradual and abrupt high-tone loss ia” ON 


The author also discusses various points connected with 
the physiology, pathology and mechanics of injury to the 
ear from explosion blast, and the possible measures for its 
prevention. 


REFERENCE 
Jaehne, A. (1911) Z. Ohrenheilk. 62, 111 
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STUDIES IN HUMAN VESTIBULAR FUNCTION 

I. Observations on the Directional Preponderance (“‘ Nys- 
tagmusbereitschaft ’’) of Caloric Nystagmus resulting from 
Cerebral Lesions 
by G. Fitzgerald & C. S. Hallpike, Brain, 65, 115-137, 1942 


II. Observations on the Directional Preponderance of Caloric 
Nystagmus (‘‘ Nystagmusbereitschaft ’”’) resulting from Uni- 
lateral Labyrinthectomy 
by T. E. Cawthorne, G. Fitzgerald & C. S. Hallpike, Brain, 
65, 138-160, 1942 


III. Observations on the Clinical Features of Méniere’s 
Disease : with Special Reference to the Results of Caloric 
Tests 

by T. E. Cawthorne, G. Fitzgerald & C. S. Hallpike, Brain, 

65, 161-180, 1942 


I. This study and the two which follow come from the 
Research Unit of the National Hospital for Nervous Diseases, 
Queen Square, London. In 1923 Dusser de Barenne & 
de Kleyn investigated experimentally in animals changes in 
vestibular responses after removing one cerebral hemisphere. 
For example, if the left hemisphere were removed the left 
labyrinth became hypersensitive to Aot caloric stimulation 
while the right labyrinth became hypersensitive to cold caloric 
stimulation. An application of these results to the diagnosis 
of cerebral lesions was reported in 1928 by de Kleyn & 
Versteegh, but these workers gave no information on the 
nature of the lesions shown by clinical, operative, or post 
mortem findings except in one case. 

The present writers have attempted to obtain further 
evidence of the occurrence in the human subject of directional 
preponderance of induced labyrinthine nystagmus attributed 
to cerebral lesions. They devised a uniform method of 
stimulation, using water at a temperature of 30° C. and 
44° C. for cold and hot stimulation respectively (the method 
is fully described in the original paper). After studying the 
reactions in the normal and in local disease of the labyrinth 
they investigated the labyrinthine reactions in 20 cases of 
disease of one cerebral hemisphere. In 10 of these the 
disease did not affect the temporal lobe and the reactions 
were normal. In 10 cases of disease of the temporal lobe, 
however, the reactions gave a specifically abnormal result 
with “ directional preponderance of caloric nystagmus ”’ to 
the side of the disease. Thus in all cases of disease of the 
right temporal lobe the right labyrinth was over-active to 
heat and the left labyrinth over-active to cold. On the 
other hand, in all cases of disease of the left temporal lobe 
the left labyrinth was over-active to heat and the right over- 
active to cold. 

These findings provide an important new method of in- 
vestigating disease of the brain, but the technique is difficult 
and requires special study. 


II. In this study the special methods described in paper I 
were applied to 9 cases subjected to an operation to destroy 
one labyrinth. All were suffering from Méniére’s disease. 
Following operation there was complete deafness of the 
affected ear with an absence of any response to caloric stimu- 
lation. In all cases there was a striking change in the re- 
actions of the intact ear after operation. This consisted of 
an increase of the hot and a diminution of the cold responses. 
These caloric tests were repeated at intervals and a consider- 
able degree of restoration towards normal was observed. 
The central mechanisms responsible for these observations 
are discussed at length with special reference to the earlier 
work of Barany (1906, 1907) and Ewald (1892). 


III. In this paper the authors give a detailed clinical study 
of 50 cases of Méniére’s disease. Among the many features 
analysed, foci of infection in the nose and throat were found 
to be rare. Some impairment of hearing was present in all 
50 cases and was bilateral in 43. The caloric reactions were 
abnormal in 47 cases, the vestibular functions being tested as 
described in papers I and II. Abnormalities in the reactions 
were interpreted as unilateral utricular paresis in 10 cases, 
unilateral canal paresis in 29 cases, and both these together 
in 8 cases. This new and delicate method of testing the 
vestibular reactions has evoked a high proportion of ab- 
normalities (94%) in cases of Méniére’s disease. The 
responses are taken to indicate the presence in this disease of 
paretic lesions of the utricle and external canal. 

[The above summaries are only the barest outline of a 
comprehensive and detailed investigation which is fully 
reported in the original papers.} 


REFERENCES 


Barany, R. (1906) Mschr. Ohrenheilk. 40, 191 
Barany, R. (1907) Mschr. Ohrenheilk. 41, 477 
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Endorgan des Nervus Octavus, Wiesbaden 
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THE INVESTIGATION OF MENIERE’S DISEASE 


by C. S. Hallpike, Journal of Laryngology and Otology, 58, 
349-362, September 1943 


In this paper the author reviews the details and rationale of 
certain modifications in the technique of the caloric tests 
proposed by Fitzgerald & Hallpike (1942). The use of both 
cold and hot stimulation is essential for the demonstration 
of directional preponderance, a phenomenon first described 
(as Nystagmusbereitschaft) in 1923 by Dusser de Barenne 
and de Kleyn in connection with experimental lesions of the 
cerebral hemispheres in rabbits, and later by Fitzgerald & 
Hallpike in association with lesions of the human temporal 
lobe. 

Directional preponderance may also occur as the result 
of a unilateral labyrinthine lesion. This it may do in the 
natural course of Méniére’s disease, as first recognised by 
Vogel in 1929, or it may result from total destruction of 
one labyrinth by suppuration or surgical exenteration. 

In these circumstances, directional preponderance is 
revealed by a characteristic alteration in the relationship 
of the cold and hot caloric responses of the intact ear, the 
former being inhibited and the latter enhanced. This 
alteration in the caloric responses of the intact labyrinth was 
described by Cawthorne, Fitzgerald & Hallpike (1942) in a 
series of 9 cases in which unilateral labyrinth destruction 
was performed for intractable Méniére’s disease. 

The alteration corresponds to, and is accompanied by, an 
exaggeration of the response to ampullo-petal displacement, 
by rotation, of the endolymph of the external canal. 

This effect of unilateral labyrinth destruction upon the 
rotational responses has been well known since Barany and 
was explained by him upon the basis of Ewald’s Law * as 
being the normal response of the isolated external canal and 
its associated central connections. 

The findings of Cawthorne, Fitzgerald & Hallpike have, 
however, shown that the characteristic alterations in the 
caloric responses of the intact canal occur only after 
destruction of the opposite labyrinth. It is therefore re- 
garded as an instance of directional preponderance, a patho- 
logical change in the central responses of the canal due to 
destruction of the opposite labyrinth. In the light of these 
findings, the author does not regard Ewald’s Law as applicable 
to the external canal of the intact human subject, and he 
argues that it is the destruction of the utricle which deter- 
mines the occurrence of directional preponderance. 

The results of the caloric tests are analysed in a series of 
100 cases of Méniére’s disease and compared with the findings 
of de Kleyn and Versteegh in a similar series published in 
1933. 

Three main types of abnormal response were encountered : 


i. Directional preponderance (21 %). 


ii. Canal paresis (49%). Here there occurs an equal 
depression in both cold and hot responses of one external 
canal. 


iii. Combinations of i and ii. Such combinations occur 
with some frequency (18%) and are recognisable by a 
characteristic alteration in the pattern of the caloric response. 

In 12 of 100 cases the caloric responses were normal. 


REFERENCES 


' Cawthorne, T. E., Fitzgerald, G. & Halipike, C. S. (1942) Brain, 
65, 138 
Dusser de Barenne, J. G. & de Kleyn, A. (1923) v. Graefes Arch. 
Ophthal. 111, 374 
1 Fitzgerald, G. & Hallpike, C. S. (1942) Brain, 65, 115 
de Kleyn, A. & Versteegh, C. (1933) Dtsch. Z. Nervenheilk. 132, 
257 
Vogel, K. (1929) Z. Hals- Nas.- u. Ohrenheilk. 23, 39 


1 [see BMB 381} 


* [Ewald’s Law: Rotational stimulation of the external canal evokes endo- 
lymph displacements, which may be away from or towards the cupula. Ac- 
cording to Ewald’s Law the cupula is more sensitive to the latter. j 

The experimental work upon which Ewald based this Law was carried out 
upon pigeons.] 
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THE TREATMENT OF MENIERE’S DISEASE 


by T. E. Cawthorne, Journal of Laryngology and Otology, 
58, 363-371, September 1943 


The author briefly reviews the medical and surgical measures 
in vogue for the treatment of Méniére’s disease. Pheno- 
barbital or hyoscine are regarded as being the most satis- 
factory drugs, while good results have been obtained with 
an anti-retentional régime upon the lines advocated by 
Furstenberg, Lashmet & Lathrop (1934). 

Little evidence is found in support of the view that oro- 
nasal sepsis or eustachian obstruction play an important 
role in the ztiology of the disorder. Of operative procedures, 
favourable results have been obtained in both of two patients 
subjected to drainage of the saccus endolymphaticus by the 
method of Portmann (1927). 

The author describes in detail his method of opening 
the external canal with dental drills under a magnification 
of xX 10 with a Leitz dissecting microscope. The mem- 
branous canal is exposed and a portion is seized with small 
forceps and removed. No alcohol is injected. The results 
obtained with this procedure in 52 cases are analysed. In 
all a complete loss of cochlear and vestibular function was 
found. 

In 48 cases the vertigo was improved, in 22 it was abolished, 
and it was unchanged in only 4cases. Tinnitus was improved 
in 23 cases and not improved in 25. 

The author emphasises that distortion of hearing in the 
affected ear may be as important a disability as deafness. 
Its relief by labyrinthotomy may be one of the striking 
benefits of the operation. 

Reference is made at some length to recent work on the 
rehabilitation of patients subjected to labyrinthotomy. For 
this purpose systematic exercises have been devised by 
Dr. Cooksey at Horton Emergency Hospital, and the results 
appear to have been excellent. 
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AUDIBILITY OF THE RADIO VOICE [DISCUSSION] 
by T. B. Jobson, J. Snagge, V. E. Negus, E. P. Fowler, D. 
Guthrie & E. D. D. Dickson, Proceedings of the Royal Society 
of Medicine, 37, 263-269, April 1944 


Dr. T. B. Jobson: There are two points of view to be con- 
sidered—that of the broadcaster and that of the audience. A 
frequent cause of inaudibility is a lack of clear enunciation 
on the part of the announcer, for which the only cure is a 
study of elocution. Quite apart from broadcasting or acting, 
people ought to be taught to speak properly. Elocution 
should be a standard subject in schools. 

With regard to the audience, a fairly high proportion of 
radio listeners are partially deaf. Such persons find it a 
strain to listen, and their reaction to sounds becomes delayed. 
Consequently they miss much of what is said, become 
strained and fatigued, and ultimately they are tired of listening 
and abandon it. This is especially true of elderly persons. 
In senile deafness there is not only a loss of hearing but also 
a delayed interpretation of what is heard, and this factor 
cannot be measured by the audiometer. 

The B.B.C. announcers have an audience of millions. 
Some can hear the high tones better, others the low tones. 
Hearing acuity for the higher tones steadily diminishes with 
age above the age of 30, and this defect becomes apparent in 
many persons at 50-60 years of age. The majority of 
listeners can hear a man’s voice more easily than a woman’s. 
Slow deliberate speech, though more audible, is apt to be 
tedious, but there is an optimum rate which should be 
adopted in broadcasting. 

Mr. John Snagge (British Broadcasting Corporation): 
Deafness in listeners is only part of the problem which faces 
the announcer. All the various factors which make for 
clarity in speech, such as emphasis, pausing, speed, and 








intonation, must be considered. Moreover, the speech 
employed must be a standard English, intelligible to all 
English-speaking people. The slowest speaker is not always 
the most audible. 

Recently an investigation was made of the speed of speech 
in a number of persons who broadcast. Figures taken over 
3-minute periods showed that the speeds of professional 
broadcasters were greatest. In three minutes, the most 
rapid news-reader spoke 528 words, the slowest 488. The 
Prime Minister averaged 400 words, the Archbishop of 
Canterbury, 325 words. Public oratory is of necessity slower 
than broadcasting from a studio. The public speaker can 
gauge his speed from the effect on the audience. If the 
broadcaster were to speak as though he were on a platform, 
listeners would be the first to object. The quality of the voice 
is often more important than the speed. Some voices are 
merely disturbing and irritating, so that the listener ceases to 
listen and then imagines that he cannot hear. The broad- 
caster, unable to emphasise his words by gesture, depends 
entirely on his voice. Furthermore, he is obliged to be im- 
personal in conveying news or information. Not only is 
correct speech essential; there must also be correct timing 
of pauses. The pause, not only between sentences, but in 
mid-sentence, has great effect as a means of emphasis. The 
success of many broadcasters lies not so much in what they 
say as in the way they say it, using everyday talk in the 
language and phraseology of the ordinary man. 

Mr. V. E. Negus: The range of hearing is attuned to the 
range of the human voice. The important range appears to 
be between 500 and 4000 vibrations. Elimination of high 
tones renders speech unintelligible, and if a receiving set 
could be devised which cut out the low tones and amplified 
the high, it would be very useful to persons suffering from 
high-tone deafness. 

Major E. P. Fowler (U.S. Army): The important range 
is even smaller than Mr. Negus has stated, probably from 
800 to 3000. The consonants, especially s, t, and th, are the 
letters upon which the intelligibility of speech depends. 
Radio speakers should be taught to give emphasis to the 
consonants. Listeners who complain that they cannot hear 
broadcasts are usually affected by high-tone deafness. 

Dr. Douglas Guthrie: Pitch is more important than 
loudness. If a speaker becomes excited, the pitch of his 
voice tends to rise. Another factor of great importance is 
the pause, and it must be remembered that about 30% of 
our speech consists of pauses, that is, of silence. The average 
rate of speech is 160 words per minute. Nevertheless the 
word is an inconstant unit, of varying length. It would be 
better to count the number of phonemes or speech sounds, 
each of which lasts ,'5 to 45 of a second. The scientific 
study of speech has hardly yet begun, although it offers a 
wide field for investigation by the cathode-ray oscillograph 
and by other accurate methods of recording. 

Air-Commodore E. D. D. Dickson (R.A.F.): Control 
officers are now taught the correct method of giving orders 
by the use of gramophone records of their voices which are 
played back to them so as to make them aware of their 
faults. 

Mr. John Snagge (in reply): Although, in war time, 
scientific investigation by cathode ray and other methods has 
not been possible, it is hoped that this may be undertaken in 
future. Regarding gramophone records, it is impossible to 
tell, from listening to these, whether a given speaker will be 
a success at the microphone. The speech must first be 
recorded. The problem of studio acoustics has been studied 
and it has been found that the construction of the room or 
the lining of the walls has little effect upon reception by the 
distant listener. Some broadcasters prefer to hear themselves 
when they speak, othersdo not. 
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SPEECH DEFECTS 

by P. Henderson, Monthly Bulletin of the Ministry of Health 
and the Emergency Public Health Laboratory Service, 3, 
66-69, May 1944 


This is a short review by a medical officer of the Board of 
Education. The author criticises the terminology used by 
some speech therapists and calls for a simplification and 
standardisation of the nomenclature of speech defects. He 


classifies the conditions suitable for speech therapy as 
follows : 


i. Stammering 
ii. Defects of Articulation 


a. Dyslalia (e.g. lisping) 
b. Rhinolalia 


(i) rhinolalia aperta (defective nasopharyngeal 
occlusion) 
(ii) rhinolalia clausa (nasal obstruction) 


c. Cluttering (hurried, jumbled speech) 
d. Idioglossia (articulation grossly defective) 
e. Dysarthria 


iii. Defects of Voice 


a. Aphonia 
5b. Dysphonia 
iv. Aphasia 
This may be classified (a) neurologically—as motor 


(expressive) or sensory (receptive)}—or (6) psycho- 
logically—as nominal, syntactical or semantic. 


The author refers briefly to the methods of treatment 
employed in different conditions. The work of a speech 
therapist is best done as a member of a team, and it is im- 
portant that there should be close co-operation with the 
school medical officer. In some areas, health visitors report 
defects of speech in children below school age, and the speech 
therapist visits the parents and advises them. Whenever 
possible, a speech therapist should work also at the local 
hospital. In the author’s opinion, a school population of 
about 10,000 justifies the appointment of a whole-time speech 
therapist. 
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SPEECH THERAPY FOR CERTAIN VOCAL DISORDERS 
by M. Badcock, Journal of Laryngology and Otology, 57, 
101-112, February 1942 


Speech therapy is the treatment of defects and disorders of 
the voice and speech. Three groups of vocal disorder are 
considered in this paper by a speech therapist : 


i. Aphonia and Dysphonia of Organic Post-operative Origin 

In operations on the larynx some part or the whole of 
the voice-producing mechanism may be removed and an 
entirely new voice-producing technique must be evolved. 

Re-creation of the voice after such an operation as laryngo- 
fissure depends upon the formation of a fibrous band which 
replaces the lost tissues. This band makes contact with 
the vocal cord of the healthy side. 


Method of instruction. The patient closes the hands and 
presses the backs of the fingers together with the hands 
horizontally in front of the body, level with the chest and a 
little distance away from it. The therapist tries to draw the 
hands apart and the patient must resist. This creates the 
requisite amount of tension to cause the true vocal cords to 
work. If the pressure and the tension are too great the 
false cords will be used instead. The therapist must use 
just enough force to let the patient feel a little resistance. 

When complete laryngectomy has been performed the 
therapist can adopt either of the following courses : 


(a) to teach the patient to use a laryngectomy reed, or 
(b) to teach him cesophageal speech. 


(a) Use of the laryngectomy reed. The laryngectomy reed 
is an artificial larynx, consisting of a small metal cylinder 
which contains a reed. A tube leads from the tracheotomy 
cannula to the cylinder. Another tube leads from the 
cylinder to the mouth and is held just inside the lips. Sound 
from the vibrating reed is converted into speech by the 
action of the tongue, teeth and lips. 

In using the reed, difficulty is often experienced in regu- 
lating the breathing during speech, and patients find that the 
flexible rubber tube in the mouth interferes with articulation. 

The patient is told to breathe easily and exhale as slowly 
and steadily as possible. The reed is then used and he 
repeats the exercise, feeling the vibrations of the reed in 
his mouth and regulating his breathing till a satisfactory 
volume of tone is obtained. 
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Exercises for mobility and control of the tongue and lips 
are followed by practice of vowels and consonants. These 
are studied in a mirror, first while holding in the mouth a 
piece of rubber tubing exactly corresponding to the mouth- 
piece of the reed, then while using the reed itself. Easy 
single-syllable words are followed by short phrases which 
must be spoken smoothly. 


(b) Esophageal speech. This method involves the sub- 
stitution of controlled eructation for laryngeal speech. The 
patient is told to close the mouth and to contract the supra- 
and infra-thyroid muscles, thereby fixing, drawing forward 
and opening the upper sphincter of the cesophagus, to which 
the muscles have become attached. Air passes into the 
upper part of the cesophagus, is retained for a short time and 
expelled at will with the mouth slightly open. Sound is 
produced by varying the tension of the sphincter and is 
modified into speech by the accessory organs of articulation. 
When the patient can produce sound in this way he modifies 
it into vowels, combines vowels and consonants and uses 
single-syllable words and short phrases. 

With practice, speech becomes fluent and the voice, though 
low-pitched and rough, is not repulsive. 


ii. Aphonia and Dysphonia of Functional Origin 

Case histories of these disorders frequently show that 
there has been some local organic trouble at the time of, or 
previous to, the onset of the voice defect. The functional 
aspect of the condition is shown by the possibility of pro- 
ducing a noisy cough. The onset usually follows some shock 
or severe emotional disturbance. 


Complete aphonia is characterised by complete abduction 
of the cords during attempted phonation. In dysphonia, 
normal voice may come intermittently with periods of com- 
plete aphonia, or an incomplete degree of adduction is 
achieved, where tension of the cords is poor, where spasmodic 
closure of the glottis occurs, or where the ventricular bands 
are brought into contact as well as, or perhaps instead of, 
the vocal cords. 

The underlying psychological cause of the disorder is 
always subconscious and unless treated there will be a 
tendency to relapse. 


Method of treatment. (a) It is important to convince the 
patient that the symptoms are not of organic origin, and to 
draw attention away from the throat. (6) Correct voice 
production should be described and induced in the patient 
by suggestion and persuasion. The hand-pressure method 
already described is useful in these cases. (c) The psycho- 
logical aspect of the condition must be investigated, and the 
patient should be referred to a psychotherapist if necessary. 


iii. Voice Defects Resulting from Severe Deafness 

The object of treatment is to prevent deterioration of the 
voice. 

Method of instruction. By placing the finger-tips lightly 
on the throat in the region of the larynx during phonation 
the patient can distinguish variation of pitch and volume. 
Inflection as well as pitch and volume must eventually be 
controlled without using the fingers by the patient’s memory 


of voice and by sensations experienced in the larynx and 


resonance cavities during phonation. 
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DISEASES OF THE NOSE, THROAT AND EAR 


by I. S. Hall. Third edition. Edinburgh, E. & S. Livingstone, 
1944, 459 pages ; 90 illustrations. 15s. [£0.75] 


A concise account of the subject, written primarily for the senior 
student and the general practitioner, and providing sufficient 
information for their ordinary needs. It is divided into six main 
sections, which deal with the nose, nasal accessory sinuses, pharynx, 
larynx, endoscopy, and the ear respectively. The more common 
affections of these organs are discussed in detail and the simple 
Operative procedures are described. The book is well arranged 
and production is of a high standard ; the illustrations, some of 
which are in colour, are excellent. In this new edition of the book 
the subject matter has been revised, and a rearrangement of the 
text has been carried out to facilitate reference. Several additional 


diagrams and plates have been added. This is an excellent survey 
of the subject. ‘ 
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TEXTBOOK OF MEDICAL TREATMENT 


by various writers. Edited by D. M. Dunlop, L. S. P. Davidson & 
J. W. McNee. Third edition. Edinburgh, E. & S. Livingstone, 
1944. 1218 pages. £1 10s. [£1.5] 


The whole field of medical treatment is covered by this book, 
which is a collective work, written by a number of authorities, 
under the editorship of three professors of medicine in Scotland. 
The contents are arranged under the following main headings : 
(i) infectious diseases ; (ii) clinical use of the sulphonamide drugs ; 
(iii) tuberculosis ; (iv) common diseases of the skin ; (v) venereal 
diseases ; (vi) common tropical diseases and helminthic infections ; 
(vii) some common disorders in infancy and early childhood ; 
(viii) industrial diseases ; (ix) metabolic diseases; (x) diseases of 
the ductless glands ; (xi) diseases of the blood, spleen and lymphatic 
glands ; (xii) diseases of the alimentary canal ; (xiii) diseases of the 
liver, gall-bladder and biliary tract, pancreas and peritoneum ; (xiv) 
diseases of the heart and circulation ; (xv) diseases of the blood 
vessels of the limbs and the effects of cold; (xvi) diseases of the 
nose, throat and ear; (xvii) diseases of the respiratory system ; 
(xviii) renal diseases ; (xix) chronic rheumatic diseases and dis- 
tases of bone ; (xx) diseases of the nervous system ; (xxi) psycho- 


we in general practice ; (xxii) technical procedures and oxygen 
erapy. 
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This new edition has been extensively amended to include the 
most recent advances in medical therapeutics, especially those in 
the field of chemotherapy. The sections dealing with cerebrospinal 
fever, sprue, the hemorrhagic and hemolytic diseases of the new- 
born and of adults, compressed air illness, diabetes of pregnancy, 
myxcedema, the x-ray treatment of thyrotoxicosis, parathyroid 
tetany, diabetes insipidus, dyspepsia and the treatment of peptic 
ulcer, essential hypertension, head injuries, blood transfusion and 
oxygen therapy have been completely or partly re-written, and 
new matter has been added on meningococcal septicemia, spon- 
taneous hypoglycemia, male hormone therapy, deep x-ray treat- 
ment of certain blood diseases, patent ductus arteriosus, the effects 
of cold, the rhesus factor. Some of the directions for dietetic 
treatment are impracticable in war-time, and wherever possible 
the writers have suggested alternative items of food. The book 
has been written for students and practitioners, in an endeavour 
to fill the therapeutic gap left by most textbooks on general medicine. 


387/35 


TEXTBOOK OF HISTOLOGY FOR MEDICAL STUDENTS 


by E. E. Hewer. Third edition. London, W. Heinemann (Medical 
Books), 1944. 364 pages ; 344 illustrations. 17s. 6d. [£0.875] 


This textbook is written primarily for medical students by one 
who has had 30 years’ experience in teaching them. In its 37 
chapters are described and depicted the minute structures of the 
human body; emphasis is laid on the physiological appearances 
and their relation to function, rather than on the so-called ** normal 
state.” The illustrations, which reach a very high standard, consist 
of low-power photomicrographs and diagrammatic line drawings. 
In this new edition some minor revisions bring the text up to date, 
while a number of new photomicrographs have been added. There 
is a useful appendix describing the more important histological 
methods. This is in every respect a well-produced volume and a 
valuable guide to the study of histology. 


387/36 
HANDBOOK OF DIAGNOSIS AND TREATMENT 
OF VENEREAL DISEASES 
by A. E. W. McLachlan. Edinburgh, E. & S. Livingstone, 1944. 
354 pages ; 159 illustrations. 15s. [£0.75] 


The author, who is in charge of the Venereal Diseases depart- 
ment at Newcastle General Hospital, has had much experience in 








the instruction of undergraduate and postgraduate students in the 
subject and is well qualified to write this concise introduction to 
the principles of diagnosis and treatment of diseases of venereal 
origin. He points out that in no other department of medicine 
is there a greater responsibility on the part of the practitioner to 
maintain a constantly high index of suspicion as to the possible 
occurrence of a venereal disease, to detect or exclude infection at 
the earliest possible moment by the routine application of the 
appropriate laboratory tests, to impress upon the patient the 
dangers of neglect of treatment, and to carry out adequate treat- 
ment and tests of cure in cases of established disease. The book 
is divided into the following chapters: (i) the course of acquired 
syphilis ; (ii) the diagnosis of primary syphilis ; (iii) the diagnosis 
of early generalised (secondary) syphilis; (iv) the treatment of 
early syphilis; (v) late generalised syphilis (tertiary syphilis) ; 
(vi) syphilis of bones, joints, muscles, tendons and bursae ; (vii) 
cardio-vascular syphilis ; (viii) manifestations of syphilis in other 
viscera, organs, and glands ; (ix) neuro-syphilis ; (x) the diagnosis 
and treatment of congenital syphilis ; (xi) chancroid ; (xii) gonor- 
rhoea in the male (anatomy of male genito-urinary tract); (xiii) 
diagnosis and treatment of gonorrhcea in the male ; (xiv) complica- 
tions of urethritis in male lower genito-urinary tract ; (xv) gonor- 
rheea in the female (anatomy of the female genito-urinary tract) ; 
(xvi) diagnosis and treatment of gonorrhea in the female; (xvii) 
gonococcal proctitis; metastatic complications of gonorrheea ; 
muco-cutaneous manifestations of gonorrhea; (xviii) vulvo- 
vaginitis ; (xix) gonococcal infections of the eye; (xx) urethro- 
scopy; (xxi) other conditions commonly referred to venereal 
diseases departments. Nineteen of the illustrations are in colour. 


387/37 
MANUAL OF PSYCHOLOGICAL MEDICINE 


For Practitioners and Students 
by A. F. Tredgold. London, Bailliére, Tindall & Cox, 1943. 298 
pages. 18s. [£0.9] 


The author of this manual is Consulting Physician to University 
College Hospital, London. The book gives a reasonably full 
account of the many forms of mental abnormality met with in 
medical practice. After describing the various manifestations of 
mind, the author discusses the causation and symptomatology of 
mental disease. Chapters are devoted to the description and 
treatment of mental instability, anxiety states, hysteria, neuroses 
and psychoses, neurasthenia. The writer makes a distinction 
between schizophrenia and dementia precox, outlines the history 
of the doctrines regarding them, and briefly refers to their treat- 
ment. Further chapters fully describe mental disorders of toxic, 
infectious, syphilitic and traumatic origin respectively. Other 
forms of organic disease give rise to mental disorder ; a description 
of these is followed by an account of mental disease associated with 
child-bearing. The book concludes with chapters on mental 
decay and mental and moral defect, an account of psychotherapy, 
occupational therapy, shock therapy, narcotherapy, and a con- 
sideration of the legal and sociological aspects of psychological 
medicine. The writer obviously has a considerable acquaintance 
with the history and literature of this very complicated branch of 
medicine ; great care has been taken to present the subject in a 
clear and readable form. A carefully prepared index is included. 
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THE SYMPTOMATIC DIAGNOSIS AND TREATMENT OF 
GYNACOLOGICAL DISORDERS 


by M. Moore White. London, H. K. Lewis & Co., 1944. 229 
pages ; 107 illustrations. 16s. [£0.8] 


A large proportion of the gynecological complaints encountered 
by the general practitioner comprise minor ones such as pain, 
backache, leucorrhcea, and disturbances of menstruation. This 
book is written with the aim of helping the general practitioner in 
treating women suffering from such ailments and also to enable 
him correctly to diagnose conditions which might benefit from 
treatment not usually within his capacity. It is not an exhaustive 
textbook of gynecology, although it embodies much useful in- 
formation and is obviously the work of a writer of large and varied 
clinical experience. The book is divided into the following 
chapters: (i) vulval and vaginal disorders; (ii) pruritus vulve ; 
(iii) amenorrheea ; (iv) dysmenorrheea; (v) menorrhagia; (vi) 
irregular vaginal hemorrhages; (vii) vaginal discharge; (viii) 
vaginal and uterine prolapse; (ix) dyspareunia; (x) urinary 
frequency, incontinence, and retention; (xi) pelvic pain; (xii) 
backache ; (xiii) sterility ; (xiv) the menopause ; (xv) gynecological 
causes of abdominal pain and enlargement ; (xvi) distressing ante- 
natal symptoms; (xvii) pre- and post-operative treatment and 
complications ; (xviii) contraception ; (xix) radiation therapy in 
gynecology. An appendix gives information on the different 
hormone preparations now available. The author includes some 
good illustrations. 
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THE CONTROL OF CROSS INFECTION IN HOSPITALS 
Medical Research Council War Memorandum No. 11. London, 
H.M. Stationery Office, 1944. 34 pages. 6d. [£0.025] 

About a century ago, hospitals were being closed—and in some 


cases demolished—because of the prevalence of “ hospitalism,” 
as wound infection was then described. The improvement re- 


sulting from the work of Lister and his successors was so great 
that attention was distracted from the importance of infections 
acquired in hospital from other patients, from the medical and 
nursing staff, or from visitors. Recent work has shown that 
hospital infection is still a problem of considerable gravity, which 
affects particularly hospitals for infectious diseases, hospitalised 
infants, and surgical wards. Transmission of infection may be 
by persons (immediate and mediate), by droplets, or by ward dust 
(which may contain virulent organisms). 

In 1939, the Preventive Medicine Committee of the Medical 
Research Council, recognising the importance of the problem, 
appointed a Sub-Committee on Cross Infection in Hospital Wards, 
which is responsible for the present memorandum. Sir W. Wilson 
Jameson, Chief Medical Officer of the Ministry of Health, writes 
an introduction, in which he emphasises the practical importance 
of the subject. Chapter headings are : (i) prevalence and conse- 
quences of cross infection ; (ii) sources and modes of infection ; 
(iii) the prevention and control of cross infection, and (iv) pro- 
cedure following the occurrence of infection in a ward. There are 
appendixes on (a) disinfection and sterilisation, (6) rules for 
isolation nursing in cell or open ward, (c) special precautions for 
maternity units, (d) rules for a ward dressing team, (e) applica- 
tion of crude paraffin oil to floors, and (f) course of practical 
bacteriology for nurses. Finally there is a bibliography con- 
taining 7 general and 57 special entries. 

This is an exceptionally useful publication. 
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DISEASES OF THE CHEST 


by R. Coope. Edinburgh, E. & S. Livingstone, 1944. 524 pages ; 
160 illustrations. £1 5s. [£1.25] 


This book has been designed to give the student an introduction 
to diseases of the chest, and it should not be considered as a manual! 
of reference. It stresses the fundamental principles, in order to 
give the learner a good basis upon which to build his knowledge, 
and this means the sacrifice of a great many details which are 
usually found in more orthodox textbooks. There is a particu- 
larly good account of the clinical examination of the patient and 
of physical signs ; those signs which are of real practical importance 
have been carefully selected for description. The author pays 
special attention to the principles of treatment and shows a very 
human insight into the patient’s point of view. Altogether this 
is an excellent book for the student and young practitioner and, 
although it may appear long, it is very easy to read. Chapter 
headings are: (i) physiological and anatomical considerations ; 
(ii) symptoms; (iii-v) physical signs—inspection, palpation, 
percussion, auscultation; (vi) radiology; (vii) collapse of the 
lung ; (viii) foreign bodies in the air passages ; (ix) bronchiectasis ; 
(x) bronchial carcinoma and other intrathoracic tumours; (xi) 
upper respiratory infection—the common cold; (xii) influenza ; 
(xiii) oxygen therapy; (xiv) acute bronchitis; (xv—xvi) chronic 
bronchitis and emphysema ; (xvii—xviii) the pneumonias ; (xix) 
abscess of the lung; (xx) pulmonary tuberculosis; (xxi) un- 
common pulmonary infections and other lesions ; (xxii) diseases 
due to the inhalation of dusts, fumes and gases ; (xxiii) pulmonary 
fibrosis; (xxiv) pleurisies; (xxv) empyema; (xxvi) thoracic 
complications of sub-diaphragmatic infection; (xxvii) pneumo- 
thorax ; (xxviii) spontaneous hemothorax, hydrothorax, chylo- 
thorax ; (xxix) developmental pulmonary cysts; (xxx) asthma ; 
(xxxi) circulatory disturbances of the lungs ; (xxxii) chest injuries ; 
(xxxiii) mediastinal lesions ; (xxxiv) diaphragmatic lesions. The 
appendix consists of 32 x-ray plates. 


387/41 
THEORY OF OCCUPATIONAL THERAPY 


by N. A. Haworth & E. M. Macdonald. Second edition. London, 
Bailliére, Tindall & Cox, 1944. 148 pages; 68 illustrations. 
7s. 6d. [£0.375] 


The term ‘“ occupational therapy’ came into use during the 
last war to describe the “* work cure,” then used principally in 
mental hospitals. More recently attention has also been focused 
on the value of active exercise in physical ailments, and occupa- 
tional therapy is establishing its place in the rehabilitation schemes 
of both general and special hospitals. The book now reviewed is 
written primarily for students training as occupational therapists 
and for nurses who will have the supervision of patients receiving 
this form of treatment. It gives in detail the application of various 
crafts to individual illnesses. The occupational therapist should 
not only have a practical knowledge of occupations suitable for 
various conditions, but should also understand how to apply 
these crafts therapeutically and to meet the needs of each individual 
patient; the information contained in this book adequately 
covers this requirement and should prove useful to all others, 
doctors and medical auxiliaries, interested in the subject. The 
first edition, which appeared in 1940, was the first textbook on 
occupational therapy to be published in Britain. Its authors 
have had extensive experience of their subject, particularly with 
mental cases and in the training of occupational therapists. In 
the new edition the text has been revised and there is new matter 
on occupational therapy in a general hospital, the treatment of 
cardiac cases, head injuries, and arthritis. The book is arranged 
in the following chapters: (i) introductory; (ii) occupational 
therapy in the treatment of mental disorders and in mental nursing ; 
(iii) occupational therapy in a general hospital and in orthopedic, 
surgical and cardiac cases ; (iv) occupational therapy in the treat- 
ment of tuberculosis ; (v) equipment, apparatus, materials, etc. ; 
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(vi) records, prescriptions, etc. ; (vii) finance ; (viii) training. In 
addition, an extensive bibliography covers every aspect of the 
subject, from anatomy and physiology to manuals on the various 
crafts described, and a list of suppliers of materials and apparatus 
is given in an appendix. The book is adequately illustrated. 


387/42 


MEDICAL PHOTOGRAPHY 
Radiographic and Clinical 


by T. A. Longmore. London, Focal Press, 1944. 425 pages ; 
160 illustrations. £1 5s. [£1.25] 


Information sufficient for an adequate technical knowledge of 
medical photography, both radiographic and clinical, has until 
now been scattered among a vast literature on radiology and 
photography. The author of the above work, who is Instructor 
at the Army X-Ray School, has brought together for the first time 
in one volume all the information necessary to provide an adequate 
working knowledge of this subject. Assuming no previous 
acquaintance with the subject on the part of the reader, he com- 
mences with a description of the photographic process, and arranges 
the rest of the book in three parts. The first, devoted to radio- 
graphy, is divided into the following sections: (i) x-ray materials ; 
(ii) x-ray apparatus; (iii) screens and cassettes; (iv) cones and 
diaphragms ; (v) radiographic exposure factors; (vi) the radio- 
graphic image; (vii) chemistry of development; (viii) fixing ; 
(ix) methods of processing; (x) rinsing, washing and drying; 
(xi) tropical processing of x-ray films; (xii) photographic solu- 
tions ; (xiii) reduction and intensification ; (xiv) the x-ray dark- 
room; (xv) faults in radiographs. Part II deals with clinical 
photography ; in it the principles of the camera are described in 
detail, followed by sections on (i) negative materials; (ii) light 
filters ; (iii) clinical phototechnique ; (iv) reproduction of tone ; 
(v) printing ; (vi) processing clinical materials ; (vii) after-treatment 
and finishing. Part III considers the special techniques employed 
in mass miniature radiography, cineradiography, tomography, 
x-ray stereoscopy, colour reproduction, stereoscopic photography, 
simple photomicrography, electrocardiography, and the 16 mm. 
motion picture camera. The Appendix includes a formulary, 
tables of weights and measures, details of photographic chemicals 
and some substitutes for them, and a glossary of terms. The 
book is profusely illustrated with diagrams, line drawings and 
half-tones, and is obviously the work of a writer witn considerable 
experience of his subject. Although addressed primarily to radio- 
graphers and other medical auxiliaries, it will also be of value to 
the radiologist and the physician interested in clinical photography. 


387/43 
REPORT ON A NATIONAL MATERNITY SERVICE 


published by the Royal College of Obstetricians and Gynecologists, 
58 Queen Anne Street, London, W.1, 1944. 43 pages. 1s. 6d. 
[£0.075] 


This Report was prepared by the Maternity and Infant Health 
Services Committee of the Royal College of Obstetricians and 
Gynecologists, under the chairmanship of Dr. Eardley Holland. 
After discussing the present maternity service and its defects it 
recommends the formation of a national maternity service, em- 
bracing all existing services and controlled by a single ad- 
ministrative authority. This integration is considered essential for 
efficiency. 

A maternity service should have three principal aims: (i) to 
bring the mother safely through pregnancy, labour and puerperium ; 
(ii) to secure the birth of a healthy infant ; (iii) to leave the mother 
as well at the end of the puerperium as she was when she became 
pregnant. By making better use of present resources, maternal 
mortality could be considerably lowered. 

For the purposes of a national service it is suggested that Britain 
be divided into areas having populations of about 1,000,000 and 
yielding about 15,000 births a year. It is also suggested that the 
country be divided into large health regions in which the service 
would be based on key or primary centres consisting of not more 
than 100 maternity beds (with at least one-third of them antenatal 
beds), antenatal and other clinics, a department for infants under 
a pediatrician, laboratories, and teaching and research facilities. 
These key centres would, where possible, be a part of a university 
or medical school. 

In the areas the service would be based on divisional maternity 
centres closely associated with the key centres, and at the peri- 
phery there would be small local centres. The university centres 
would be the undergraduate schools, and some of the divisional 
centres would be the postgraduate schools and schools for mid- 
wives. 

_ Suggestions are made for the close association of general prac- 
titioners with the service through local centres. Qualifications for 
such work should be special and approved postgraduate experience. 

On the social and economic aspects of the problem, the necessity 
for adequate nutrition during pregnancy and for a high standard 
of family life is stressed. The problems of the mother in industry 
are discussed, and the importance of home helps and nurseries is 
fecognised. Importance is also attached to the general health 
education of children, which should include instruction in sex and 
Parenthood. 
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387/44 


CLINICAL PRACTICE IN INFECTIOUS DISEASES 
for Students, Practitioners and Medical Officers 


by E. H. R. Harries & M. Mitman. Second edition. Edinburgh, 
E. & S. Livingstone, 1944. 570 pages ; 52 illustrations. £1 2s. 6d. 
[£1.125] 


The practical experience of the authors, both medical super- 
intendents of London County Council fever hospitals, is combined 
in this work with an exposition of modern fever practice as reflected 
in other writings. The preliminary chapters deal with general 
topics such as the sources and modes of infection, resistance, 
allergy, diagnosis, laboratory aids and clinical tests. The chapters 
on individual diseases, twenty-five in number, are grouped primarily 
into inhalation and ingestion diseases. Hemolytic streptococcal 
fevers and epidemic diseases of the nervous system form separate 
sub-groups, each preceded by a description of the features common 
to the group; the ingestion diseases are similarly introduced. 
Certain diseases likely to assume increased importance under war 
conditions (e.g. Weil’s disease, the louse-borne infections) are 
included. Prophylaxis is emphasised throughout ; ample attention 
is given to the management of infectious diseases, and a final 
chapter deals with their control in hospitals. Chapters on Isola- 
tion and Chemotherapy appear for the first time in the new edition, 
which shows other signs of considerable enlargement and careful 
revision, including, at the end of each chapter, references for 
further reading. The authors consider that half-tone or colour 
plate illustrations of the exanthemata are rarely of any value to 
the student; illustrations in this book therefore consist of line 
and colour diagrams. 
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COMBINED TEXTBOOK OF OBSTETRICS AND 
GYNACOLOGY 


for Students and Medical Practitioners 


revised by J. M. Munro Kerr, R. W. Johnstone, J. Young, J. Hendry, 
D. McIntyre, D. Baird, E. C. Fahmy, with additional contributions 
by C. McNeil and G. J. Wilson. Fourth edition. Edinburgh, 
E. & S. Livingstone, 1944. 1208 pages ; 511 illustrations. £2 2s. 
[£2.1] 


This book, the collective work of several eminent Scottish 
obstetricians and gynecologists, first appeared in 1923, having 
for its object the closer correlation of obstetrics and gynecology. 
The physiology and pathology of pregnancy are discussed in detail 
and the book deals in a practical manner with the management of 
normal and complicated labour, the puerperium, antenatal super- 
vision, the disorders of early infancy, and the gynecological 
problems met with in general practice ; the major gynecological 
operations are briefly described. The fourth edition contains 
59 chapters, grouped under the following sectional headings: 
(i) anatomy and physiology ; (ii) normal pregnancy ; (iii) pathology 
of pregnancy ; (iv) normal labour ; (v) abnormal labour ; (vi) the 
puerperium ; (vii) the infant in the first month; (viii) obstetric 
operations ; (ix) maternal mortality ; (x) gynecology ; (xi) gyneco- 
logical operations ; (xii) radiology. 

The chapter on analgesia and anesthesia contains important 
alterations, and additional matter has been incorporated in the 
chapter dealing with the health, nutrition and disorders of the 
newly born infant. The sectidn on sterility includes for the first 
time notes on artificial insemination and birth control. The 
remaining sections of the book bear evidence of careful revision. 
Some fine coloured plates are included among the large number of 
illustrations, and an excellent index completes the work. 
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SURGERY OF MODERN WARFARE 


edited by Hamilton Bailey. Sub-editor for medicine, C. Allan 
Birch. Third edition. Edinburgh, E. & S. Livingstone, 1944, 
Part IV: 210 pages ; 244 illustrations. 15s. [£0.75]. Part V : 
180 pages ; 115 illustrations. 15s. [£0.75] 


The third edition of Surgery of Modern Warfare is being pub- 
lished in six parts, each bound in cloth. Seventy-seven contri- 
butors are collaborating in the work, under the editorship of 
Hamilton Bailey. 

Part IV considers wounds of bones and joints, wounds of the 
hand and foot, wounds of tendons and peripheral nerve injuries, 
wounds and injuries of the spine, wounds of the head and neck. 

Part V concludes the section on head and neck wounds, and deals 
with otorhinolaryngology in relation to war injuries, wounds of 
the eye and orbit, wounds of the trunk. All these subjects are 
discussed by well-known authorities with practical experience of 
modern war surgery. As in previous editions, the work is very 
well produced and lavishly illustrated with colour and half-tone 
plates and with line drawings. 
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AN INTRODUCTION TO PHARMACOLOGY AND 
THERAPEUTICS 
by J. A. Gunn. Seventh edition. Oxford University Press ; 
London, Humphrey Milford, 1944. 268 pages. 7s. 6d. [£0.375] 


This was written originally to serve as a background for the 
student attending lectures on pharmacology and therapeutics, but 








now, in its seventh edition, it has become recognised as one of the 
most useful short surveys of these subjects available. The author 
is Professor of Therapeutics and Director of the Nuffield Institute 
for Medical Research, Oxford. The present edition has been 
revised in accordance with the permanent changes made in the 
British and American pharmacopeeie during the last few years, 
and with the recent advances in pharmacology and therapeutics. 
Chapter headings: (i) introduction; origin, action, preparation 
and administration of drugs ; (ii) water and salts ; (iii) kations of 
the blood ; (iv) drugs acting on the alimentary canal; (v) heavy 
metals; (vi) metalloids; (vii-ix) drugs acting on the central 
nervous system ; (x) drugs acting on sensory nerves ; (xi-xii) drugs 
acting at efferent nerve-ends; (xiii) drugs which act directly on 
involuntary muscle ; (xiv) drugs acting on heart-muscle ; (xv) drugs 
acting on the respiratory system; (xvi) drugs which influence 
metabolism; (xvii) phenol and allied aromatic compounds ; 
(xviii) central antipyretics and analgesics; (xix) drugs used in 
bacterial infections; (xx) drugs used in trypanosomiasis and 
protozoal infections ; (xxi) drugs used in worm infections. There 
is a good index. 


387/48 


POLYGLOT GLOSSARY OF COMMUNICABLE 
DISEASES 


Contribution to the International Nomenclature of Diseases, Bulletin 
of the Health Organisation, League of Nations, 10, 201-556, 
1943/44. Geneva. [London, Allen & Unwin.] 4s. [£0.2] 


This glossary has been compiled by Dr. Yves Biraud, Head of 
the Service of Epidemiological Intelligence and Public Health 
Statistics of the League of Nations. There are four parts: 
(i) Description and method of use of the glossary. (ii) List of 
names of communicable diseases in the various languages follow- 
ing the classification adopted in the detailed International List of 
1938. In this list, the description according to the International 
List (in French) is followed by the descriptions in Latin, German, 
English, Bulgarian, Danish and Norwegian, Spanish, Estonian, 
Finnish, French, Greek, Hungarian, Icelandic, Italian, Latvian, 
Lithuanian, Dutch, Polish, Portuguese, Rumanian, Russian, 
Serbo-Croatian, Swedish, Czech and Turkish. (iii) Alphabetical 
index. (iv) Tables of correspondence between the items of the 
detailed and abridged International Lists of Causes of Death of 
1938 and 1929. 
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A PROVISIONAL CLASSIFICATION OF DISEASES AND 
INJURIES FOR USE IN COMPILING MORBIDITY 
STATISTICS 


Medical Research Council, Special Report Series No. 248. London, 
H.M. Stationery Office, 1944. 168 pages. 3s. [£0.15] 


This report has been prepared by the Committee on Hospital 
Morbidity Statistics of the Medical Research Council. The Com- 
mittee was formed in response to a request from the Ministry of 
Health to the Council to advise on a standardised classification of 
disease for use in civilian and military hospitals and with reference 
to the official Medical History of the War. 

The classification adopted in this report is provisional, but has 
been adopted by the Ministries of Health and of Pensions. Equiva- 
lent code numbers of the International List of Causes of Death 
and the Diagnosis Code of the United States Public Health Service 
are given. The report is divided into the following sections: 
(i) introduction and coding rules; (ii) classification of diseases 
and injuries ; (iii) tabular list arranged in the serial order of the 
International List of Causes of Death (fifth revision, 1938), with 
the applicable morbidity classification code number attached ; 
(iv) therapeutic classification ; (v) classification of occupations. 

It is anticipated that modifications will be necessary as a result 
of practice trial of the system, and users are invited to send criticisms 
and suggestions to the Secretary of the Committee, Dr. A. H. T. 
Robb-Smith. 


387/50 
INDEX TO THE MANUAL OF THE INTERNATIONAL 
LIST OF CAUSES OF DEATH 
(Sth Revision, 1938) 
For use with the Medical Research Council’s Provisional Classifica- 
tion of Diseases and Injuries, 1943 (Special Report Series, No. 248). 
London, H.M. Stationery Office, 1944. 92 pages. 2s. [£0.1] 
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THE USE OF PENICILLIN IN TREATING WAR WOUNDS 
Medical Research Council War Memorandum No. 12. London, 
H.M. Stationery Office, 1944. 16 pages. 3d. [£0.0125] 


This memorandum has been prepared by the Penicillin Clinical 
Trials Committee of the Medical Research Council. It provides 


guidance in the use of penicillin in the treatment of wounds and 
in the laboratory control of treatment, and the provisional in- 
structions are based largely on reports made by Professor H. W. 
Florey and Brigadier H. Cairns as a result of a visit to North 
Africa. There are summaries of the properties of penicillin and 
of susceptible and insusceptible organisms, of methods of dis- 
pensing and of administration, and of the uses of penicillin in 
(a) surface wounds and burns, (5) soft tissue wounds, (c) gas 
gangrene, (d) compound fractures, (e) wounds of the chest, (f) head 
injuries, (g) wounds of the eye, (4) wounds of the abdomen. Some 
of the possible reasons for disappointing results are given in 
** Remarks on Failures of Technique.” ‘* Laboratory Procedures ”’ 
are reviewed and there is a select bibliography on penicillin. 

The recommendations in the memorandum are not intended 
to have any finality but are an authoritative summary of con- 
clusions reached as a result of experience before the Allied invasion 
of France. 


387/52 
REPORT ON MEDICAL EDUCATION 


by the Planning Committee, Royal College of Physicians of London. 
Published by the Royal College of Physicians, Pall Mall East, 
London, S.W.1, 1944. 42 pages. Gratis 


Medical education in Britain has, with some exceptions, 
developed from a system of apprenticeship and of private medical 
schools attached to large hospitals and has been largely independent 
of the universities. Emphasis has been more on practical training 
than on theory. This report is concerned specifically with reforms 
in the British system. The main conclusions are that the selection 
of medical students should be more discriminating and that the 
financial barrier to the study of medicine should be lowered. 
Changes in the curriculum are required. These are mainly in the 
direction of sacrifice of detail in the interest of a greater under- 
standing of principles and the scientific method. !n particular, 
it is recommended that far less time should be given in the pre- 
clinical period to topographical anatomy. There should be 
greater co-ordination between pre-clinical and clinical studies, 
which are at present sharply differentiated. Teachers of clinical 
medicine should receive sufficient remuneration and secretarial 
and technical assistance to enable them to devote full attention 
to their duties. 

It is recommended that a compulsory paid internship of one 
year should be added to the curriculum, and that there should be 
two final examinations instead of one. The first would confer a 
licence to practice under supervision in hospital, and the second, 
which would be taken at the end of the one-year term of residence 
at a hospital, would confer the right to practise independently. 

Although many of these recommendations will not be relevant 
to conditions in other countries, the report should be of interest 
to all who are concerned with medical education. 


387/53 
FOOD POISONING 


Its Nature, History and Causation; Measures for its Prevention and 
Control 


by E. B. Dewberry. London, Leonard Hill, 1943. 186 pages; 
44 illustrations. 15s. [£0.75] 


Although from time immemorial food has been recognized as a 
cause of disease, it is only comparatively recently that work on 
ptomaines and the discovery of pathogenic bacteria in food have 
shown that it has little or nothing to do with the illness except to 
act as a carrier. 

This book gives a full account of bacterial food poisoning, con- 
tamination of food by metals, and poisonous plants, fungi, fish 
and shell-fish. Historical prefaces to parts I and III trace the 
development of our knowledge concerning food poisoning, from 
the early investigations to the more important bacteriological 
discoveries and the most recent studies. Wide use has been made 
of public health reports and other important publications, and 
comprehensive lists of references are appended to each chapter for 
the use of those wishing to consult the original sources. 

Chapter headings: Part I: (i) introduction, (ii) historical, 
(iii) bacterial food poisoning, (iv) seasonal prevalence of bacterial 
food poisoning, (v) kinds of food that act as vehicles of infection, 
(vi) possible sources and modes of infection, (vii) prevention and 
control of bacterial food poisoning ; Part II: (viii) contamination 
of foods by poisonous metals, (ix) poisonous plants, edible and 
poisonous fungi, (x) poisonous fish and shell-fish, (xi) food allergy ; 
Part III, Botulism ; (xii) historical, (xiii) symptomatology, differ- 
ential diagnosis, (xiv) causation, bacteriology, (xv) spores of 

Cl. botulinum, (xvi) toxin of Cl. botulinum, (xvii) kinds of food 
associated with outbreaks of botulism, (xviii) illustrative outbreaks, 
(xix) prevention and control. Two appendixes describe (i) de- 
contamination of foods contaminated by poisonous gases in war 
and (ii) steps to be taken by medical officers of health in suspected 
cases of food poisoning. The half-tone illustrations include 
portraits of outstanding personalities in this branch of public 
health, and full author and subject indexes are provided. 
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GUIDE TO THE JOURNALS 


Annals of Eugenics 


12 : May 1944 
An analysis of the blood-group composition of a population in Northern Ireland. 
= 4 nodifi f di nf ied 
The ‘experimen m ication of dominance in Danforth’s short-tailed mutant 
mice. (R. A. Fisher & S. B. Holt) 102-120 
A demographic study of a psychopathic population. (E. are ~My 
Sampling moments of moments for a finite population. (J. O. 
sae endall) 138-142 
The numbers of publications written by biologists. 


7 
M. G. 
(C. B. Williams) 143-146 


Archives of Disease in Childhood 


19 : March 1944 


Erythroblastosis foetalis. (J. R. Gilmour) 1-25 


A scheme for the prevention of cross infection in children’s wards. (N. M. 
Jacoby) 26-28 
Encephalo-meningitis due to pneumococcus type 1. (M. J. Wilmers) 29-31 
Familial spastic paresis with strabismus. (M. P. Crowe) 32-33 
— m and Hirschsprung’s disease. (A. ‘Moncrieff & T. V. Crichlow) 
34-3 
British Heart Journal 
6: April 1944 
~~ oy heart block and ventricular standstill. (J. S. Lawrence & G. W. 
For! 


Heart block with aneurysm of the aortic sinus. 

Stokes-Adams attacks in a child. (V. S. Stern) 66-68 

Complete heart block. (M. Campbell) 69-92 

A rare case of complete heart block. (K. Saracoglu) 93-95 

The care of rheumatic children: Report by the Cardiac Society and British 
Pediatric Association. 99-102 

Social and economic conditions and the incidence of rheumatic heart disease. 
(G. H. Daniel) 103-104 

Unusual electrocardiogram in dextrocardia. (J. M. Holford) 105-106 

Auriculo-ventricular rhythm. (R. A. Miller) 107-113 


(P. F. Duras) 61-65 


British Journal of Children’s Diseases 
41: April-June 1944 
Meningitis in children refractory to sulphonamides. 
E. Davis) 31-34 
ve and clinical symptoms of tuberculous meningitis. 
34-3 


(R. Gross-Heisler & 
(S. Engel) 


British Journal of Dermatology and Syphilis 


56 : March-April 1944 


The role of the sulphonamides in dermatolo (R. StA. Heathcote) 59-68 
Sulfonamides in dermatology. i; M. Pillsbury) 68-80 
Seborrheeic skin eruptions. (J. A. Scott) 80-91 


A method of testing absorption from various ointment bases. (J. Rae) 92-94 


British Journal of Industrial Medicine 


1: April 1944 

The training of the industrial nurse. (A. J. Amor & C. Sykes) 81-89 

Design of dressing stations and control of wound infection. (W. Gissane, 
A. A. Miles & R. E. O. Williams) 90-9: 

First-aid treatment of burns and scalds. (L. Colebrook, T. Gibson & J. P. 
Todd) 99-105 

Burns of the hand. (P.H. Jayes) 106-109 : 

Prevention and control of cutting-oil dermatitis. (E. Collier) 110-113 


New —— of nutrition. (J. R. Marrack) 114-122 
Medical service in industry in the U.S.S.R. (A. Letavet) 123-124 


British Journal of Ophthalmology 


28: June 1944 


The Eye Department in a Middle East general hospital. (H. B. Stallard) 
261-275 

A simple method for the early diagnosis of abnormalities of the pupillary re- 
action. (H. J. Stern) 275-276_ ; 

A granulation tumour of the conjunctiva. (J. D. J. Freeman) 277-278 

The genetics of retinoblastoma. (A. D. Griffith & A. Sorsby) 279-293 

An encapsulated orbital melanoma. (J. Foster) 293-296 

Remo of a non-magnetic foreign body from the vitreous. (V. O’Hea- 
Cussen) 296-298 


British Journal of Radiology 
17: June 1944 


The oo Gequest ont and treatment of lung abscess. (T. H. Sellors, 
L. E. Houghton) 165-176 

Enc absorption—II. Part II—Integral dose when the whole body is irradiated. 
(W. V. Mayneord & J. R. Clarkson) 177-182 

A -_ of peptic ulcer on the greater curvature of the stomach. (A. Preiss) 
182-1 

Cancer of thelip. (S.J. Douglas) 185-189 

A geometrical method of dose-finding for radium sources: with special reference 
to — of carcinoma cervix uteri. (B. Sandler & E. M. Ungar) 
190-1 


Symposium. 


British Journal of Venereal Diseases 


20: June 1944 


Sulphonamides in gonorrhea. (W. K. Fitch) 49-55 

Specific reactions occurring in the treatment L a eeiagennaionm venereum 
with immune animal serums. (F. —? 

Prevention of congenital syphilis—1. (N. I Satue) 61-65 

Prevention of congenital syphilis—2. (D. Nabarro) 65-69 

The trend of antisyphilitic treatment. (D. Erskine) 73-77 

Comparison of the oe er reaction for syphilis with the Wassermann and 
Kahn reactions. Lane) 78-81 


British Medical Journal 


1: 6/5/44 
The control of dust-borne streptococcal infection in measles wards. (J. 
Wright, R. Cruickshank & W. Gunn) 611-614 


A new technique for the application of dust-laying oils to hospital bed-clothes. 
(F, C, Harwood, J. Powney & C. W. Edwards) 615-616 

Oiled floors to control respiratory infection: an army experiment. (P. H. R. 
Anderson, J. A. Buchanan & J. J. MacPartland) 616-617 

“= Ls ~ pee of basal metabolism on out-patients. (J. D. Robertson) 

17-6019 
Nutritional oedema in a vegetarian. (J. M. Holmes) 620 
Aerial convection from smallpox hospitals. (C.K. Millard) 628-629 
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: 13/5/44 

A national health service: report }- the Council of the B.M.A. to the representa- 
tive body. 643-648 

Replies by the Minister of Health to questions put to him by the representative 
committee. 648-652 

Head injuries involving air sinuses. (D. McKenzie) 652-654 

Use of crude penicillium filtrate for local treatment. (J. M. Alston) 654-656 

Autolysed yeast in the treatment of nutritional macrocytic anemia. (G. R. 
nee 656-658 
Famine cedema in prisoners of war. (D.S. Stevenson) 658-660 

Some impressions of slow starvation in China. (H. T. Laycock) 667-668 


: 20/5/44 


The course of the death rate on peptic ulcer in Great Britain, 1912-38. (H. 


Tidy) 677-682 
Treatment of gas gangrene. (J. D. MacLennan & M. G. Macfarlane) 683-685 
Fracture of the carpal scaphoid. (J. M. Robertson & R. D. Wilkins) 685-687 
Epidemic infective hepatitis in Gloucestershire. (J. S. Cookson) 687-689 
Experiments on scabies prophylaxis. (K. omy S 68 


Planning for basic research in ophthalmology. (C. G. K. Sharp) 697-698 


: 27/5/44 
With the Eighth Army in the field. (C. Donald) 709-714 
Sensitivity to liver extract. (J. G. McSorley & L. S. P. Davidson) 714-716 
Experimental traumatic shock. (J. Charnley) 716-718 
ane in the treatment of puerperal thrombosis. (A. Davis & M. Porter) 
718-719 
Effect of nicotinic acid on post-operative vomiting. (W.W. Mushin & H. M. 
Wood) 719-720 


1: 3/6/44 
Some problems of infective hepatitis. (L. J. Witts) 739-743 
With the Eighth Army in the field—II. (C. Donald) 743-747 
Some dangers of sul honamides in ear infections. (A. R. Dingley) 747-748 
Bone-marrow transfusion in infants and children: introducing a specially 
designed needle. (J. D. Gimson) 748-749 
** Cellophane ”’ for the treatment of burns. 
Symptomless enlargement of the esophagus. 
Research and general practice : 
Flemming) 759-769 


(J. Farr) 749-750 
(J. L. D’Silva) 750-751 
the end-results of treatment. (C. E. S. 


1: 10/6/44 
Analysis of shock. (V.H. Moon) 773-779 
Meningitis due to Pittman and non-Pittman strains of H. influenze. (J. 


Gordon, H. E. de C. Woodcock & K. Zinnemann) 779-781 
Sulphonamide allergy. (R. G. Park) 781-782 
Treatment of pulp infection of the fingers in the field. 


} (T. Denness) 782-783 
Early operation for Volkmann’s ischemic contracture. 


(G. A. Pollock) 783 


: 17/6/44 


Control of scabies by use of soap chefs sscoed with tetra-ethylthiuram mono- 
sulphide (‘‘ Tetmosol ”). (R. M. Gordon, T. H. Davey, K. Unsworth, 
F, F. Hellier, Ss. C. Parry & J. R. B. Alexander) 803-806 

The carrier state in Sonne dysentery. (J. G. Hailwood) 806-807 

An analysis of Colles’s fracture. (S.C. Rogers) 807-809 

An outbreak of puerperal sepsis due to a single type of hemolytic streptococcus: 
its investigation and remedy. (M. Kenny & Barber) 809-811 

Narco-analysis with nitrous oxide. (C. H. Rogerson) 811-812 

Medicine in free China. (W. Penfield) 821-822 


1: 24/6/44 
An experimental study of methods of artificial respiration. 
& E. Neil) $39-t26 
The improved dentition of 5-year-old London school-children : a comparison 
between 1943 and 1929. (M. Mellanby & H. Coumoulos) 837-840 
Poliomyelitis in British and American troops in the Middle East: the isolation 
= — from human feces. (J. R. Paul, W. B. Havens & C. E. van Rooyen) 
41-843 
Sympathectomy and sterility. (N.C. Lake) 843 
March hemoglobinuria. (M. Makin) 844 


(A. Hemingway 


2: 1/7/44 
Penicillin in battle casualties. (J. S. Jeffrey & S. Thomson) 1-4 
Early diagnosis of peripheral nerve injuries in battle casualties (W. R. Russell 
& A. B. Harrington) 4-8 
Acute hemolytic anemia: report of a case presenting hitherto unreported 


features. (J. P. Currie) 8-10 
Typhus fever in Great Britain. (A. P. Agnew & W. B. Kyles) 10-11 
(W. Lewin) 11-12 


Tetanus after head injury in an immunized subject. 


Edinburgh Medical Journal 
51: March 1944 


Cancer and chronic disease. (J. Eason) 113-123 

Aeration of fluid culture media: supplementary observations. 
124-130 

A pathologist looks at ischemia. (W’. Blackwood) 131-143 

The Court of Contributors, Royal Infirmary of Edinburgh. 


144-151 
The sterno-mastoid sign. (A. W. Branwood) 152-156 


(R. Devignat) 


(D. Robertson) 


51: April 1944 


Intersigmoid hernia: report of case and review of the literature. 
Wilson) 161-165 . R 
Military surgery in geographical perspective : 

strategy and tactics. (I. Aird) 166-183 
The etiology, prophylaxis and treatment of cholecystitis and cholelithiasis. 
@.. &. P, avidson)_ 184-200 
Acute schizophrenia in childhood : (L. F. W. Eickhoff) 
201-204 


(H. D. 


a Libyan exercise in surgical 


report of a case. 


Journal of Endocrinology 
3: May 1944 


On staining the basophil cells of the human hypophysis, with special reference 
to the abnormal basophil celJs of Cushing’s syndrome. (N. G. B. McLetchie) 


323-331 

The pituitary basophilism syndrome of Harvey Cushing. (N. G. B. McLetchie) 
332-346 

ay of an adreno-cortical rest associated with hypophyseal abnormality. 
(N. G. B. McLetchie & L. D. W. Scott) 347-355 

Disturbances of water balance in the rat on removal of the adrenal medulla. 
(L. Stein & E. Wertheimer) 356-369 


The nature of the hyperossification observed in the long bones of rats treated 
with excessive doses of cestradiol benzoate. (H.N. Lippman & J. B. de C. M. 


Saunders) 370-383 
The production of ovulation in the immature rat. (I. W. Rowlands) 384-391 









































































































































































































































































































































































































































































































































Additional studies of the extrathyroidal metabolism of iodine. 
G. M. Higgins & F. C. Mann) 392-396 

hacgiege dwarfism with “normal sexual function : 
(T. F. Hewer) 397-400 

Observations ons the cestrogenic potency of stilbeestrol in the guinea-pig. (P. 
Bacsich & G. M. Wyburn) 401-405 


(A. Chapman, 
a result of hypopituitarism. 


Journal of Obstetrics & Gynecology 
51: June 1944 


The effect of posterior lobe pituitary gland fractions on the intact human uterus. 
(C. Moir) 181-197 : 

The anemias of pregnancy: a report on the hematological study of 48 cases 
of pregnancy with a review of the literature. (G. A. yo 198-224 

A human ovum nine to ten days old. (F. Davies & H. E. Harding) 225-230 

Leukemia and pregnancy. (A. Hochman) 231-239 

A consideration of the White Paper “‘ A Nati Health Service ” in so far as 
it affects maternity and child welfare services. (D. Baird) 240-246 

Oxytocic drugs and their use. (C. Moir) 247-256 


Journal of Pathology and Bacteriology 
56: April 1944 


The pinealoma : its relationship to teratoma. (D. S. Russell) 145-150 

The sources of ows platelets and their adhesiveness in experimental thrombo- 
cytosis. (H. P. Wright) 151-159 

Spontaneous folliculosis of the conjunctiva in grivet and vervet monkeys 
(Lasiopyga griseoviridis syn. Cercopithecus aethiops and L. pygerythra_syn. 
. pygerythra) and the susceptibility of the grivet to trachoma virus. (J.O. W. 

te ) 161-1 

The filtration of J Mycobacterium tuberculosis and Mycobacterium stercusis through 
gradocol membranes. (M. A. Soltys & A. Wilson Taylor) 173-180 

A developing factor in imental blastogenesis. (J. C. Mottram) 181-187 

The anemia associated with infection. (M. F. Saifi & J. M. Vaughan) 189-197 

The architectural structure of the upper end of the femur in various pathological 
conditions. (W. Townsley) 199-207 

A chronic human carrier of B. ertrycke (Bact. typhi-murium) treated by chole- 
cystectomy. (H. Burt) 209-215 

Toxic effects of idine, with special reference to the treatment of burns. 
(J. W. Allen, urgess & G. R. ron) 217-223 

Diabetogenis and creotropic actions of ox anterior pituitary extract in 
rabbits. (R. F. ilvie) 225-235 

The incidence ond causes of discrepancies in the results of serological tests for 
syphilis. (F. M. Berger & P. L. Sutherland) 237-246 


Journal of Physiology 


103 : June 1944 


Effect of age upon dark adaptation. (G. W. Robertson & J. Yudkin) 1-8 
The action of vitamin D “pen the incisor teeth of rats consuming diets with a 
high or low Ca:P ratio. (J. T. Irving) 9-26 
(J. C. Eccles) 


The nature of synaptic transmission in a sympathetic ganglion. 
27-54 

The action of adrenaline on transmission in the superior cervical ganglion 
(E. Biilbring) 55-67 

The pressor bases of normal urine. (M. F. Lockett) 68-92 

Action of acetylcholine, atropine yx eserine on the central nervous system of 
the decerebrate cat. (I. & S. Wright) 93-102 

Stimulus intensity in relation to excitation and pre- and post-excitatory inhibition 
in isolated elements of mammalian retine. (R. Granit) 103-118 


The role of ee gar stump in the control of fibre diameter in regenerating 
nerves. Sanders & J. Z. Young) 119-136 


Lancet 
1: 6/5/44 

State of men severely wounded in battle. (W.C. Wilson) 587-591 
Sulphathiazole-proflavine powder in wounds. (J. McIntosh, F. R. Selbie, 

with clinical rts by R. V. Hudson, D. H. Patey, T. Parkes, H. L. Mc- 

Mullen & G. L. Pile) 591-593 
Sulphathiazole-proflavine powder in war wounds. (G. Y. Feggetter) 593-594 
Control of ~— ina a in North Africa: with observations on sulpha- 

thiazole-proflavine powder in surgical wounds. (P. B. ._— 594-595 
Carcinoma of the prostate treated with stilbeestrol. (J. D. 
Pentothal anesthesia in bronchoscopy. (L. Fatti & H. J. v. 
Delayed rupture of the spleen. (H. Bell & G. H. Steele) 598 


1: 13/5/44 

Reflections upon reform in medical education. 
(T.. Lewis) 619-621 

Injuries to the main bile-ducts. (G. G. Turner) 621-622 

Homologous serum jaundice : transmission experiments with human volunteers. 
(F. O. MacCallum & D. J. Bauer) 622-627 

Marfanil and marfanil prontalbin. (G. A. %G. Mitchell, W. S. Rees & C. N. 
Robinson) 627-629 

Two cases of leprosy in London. (H. Haber) 629-630 

Nomenclature of malnutrition. (L. Lng 630 


son) 595-597 
orton) 597-598 


I. Present state and needs. 


a ~~ tnd of thiourea. (D. Campbell, F. W. Landgrebe & T. N. Morgan) 
30-632 
Prostheses for children. (A. W. J. Craft) 639-642 
1: 20/5/44 
Reflections upon reform in medical education: II. Principal educational 
reforms. (T. Lewis) 649-651 
We er of the extremities in the light of recent experience. (J. Trueta) 
Case 53 
Cage Goma be by mass radiography: a report on 500 selected cases. (A. Kahan 
& H. G. Close) 653-654 ‘ 
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Pneumococcal ingitis treated with penicillin. 
W. S. Lewin & H. V. Smith) 655-659 

The fractured femoral shaft: new approach to the problem. 
659-661 


(H. Cairns, E. S. Duthie, 
(G. R. Fisk) 


1: 27/5/44 
Gunshot wounds of the knee-joint. (St. J. D. Buxton) 681-684 ‘ 
Reflections upon reform in medical education. III. Medical research within 
the teaching school. (T. Lewis) 685-687 
Effect of vitamin-C deficiency on experimental wounds: 
histology. (G. H. Bourne) 688-691 
Pruritus ani: a practical approach. (A. J. Cantor) 692 
——- of malaria parasites (Plasmodium gallinaceum). 
3 


tensile strength and 


(F. Hawking) 


1: 3/6/44 
Education for health. (J. A. Ryle) 713-715 
Retrobulbar optic neuritis : a pathognomonic sign. (R. A. Greeves) 715 
Wounds of the bladder. (J. G. Sandrey & R. A. Mogg) 716-720 
Stomatitis due to riboflavin deficiency. (H. E. Jones, T. G. Armstrong, H. F. 
Green & V. Chadwick) 720-723 
Early movement in the treatment of closed fractures. (B. H. Burns & R. H. 
Young) 723-725 


1: 10/6/44 
Management of minimal pulmonary tuberculosis disclosed by fluorography. 
(W. D. W. Brooks) 745-748 
Comminuted fractures of gig a report on 25 consecutive cases from a 
Plastic and Jaw Unit EMS. (J. B } So aR’ 
The human factor in military malaria c Bomford) 750-753 
= oo treated with a (F. C. O. Valentine & A. M. 


pt. — — spondylitis. (E. Fletcher) 754-756 

Facial palsy in closed head injuries: the prognosis. (J. W. A. Turner) 756-757 
Pyreto-electric shock therapy in schizophrenia. (J. Fuster) Ain. 59 
Adsorption of acridines by gauze. (A. Albert & W. S. Gledhill) 759-760 


1: 17/6/44 
Substances chemotherapeutically active against typhus rickettsia. (C. H. 


Andrewes, H. King, M. van den Ende & J. Walker) 777-781 
Wounds of the neck and larynx. (R. S. Lewis) 781-784 


Comparative effects of sulphonamide drugs in mild bacillary dysentery. (J. G. 
Scadding) 784-786 

Treatment of fractures of the femoral and tibial shafts in the samelimb. (V. H. 
Ellis, H. H. Langston & J. S. Ellis) 786-787 

Further observations on the use of cetavlon (Ctab) in surgery. (R. E. O. 


Williams, B. Clayton-Cooper, H. C. Faulkner & H. E. Thomas) 787-788 
Blast injury: Non-fatal case with neurological signs. (O. Garai) 788-789 
Dislocation of sesamoid of hallux. (G. M. Miiller) 789 
Abscess in the thyroid gland: Report on two cases. (F. E. Stock) 789-790 
Medicine and nursing in Ethiopia. (R. Young) 797-798 


1: 24/6/44 
Epidemiol of wound infection. (A. A. Miles) 809-814 
epatitis following injection of — convalescent plasma: I. Use of plasma 


= = mumps epidemic. (P. B n, G. Chesney, & A. M. McFarlan) 

14-815 

Hepatitis following injection of mumps convalescent plasma: II. Epidemiology 
of the hepatitis. (A, M, Mcrarlan & G. Chesney) 816-817 

Hepatitis following injection of mumps convalescent plasma: III. Clinical 
and laboratory study. (W. L. Hawley, A. M. McFarlan & A. J. Steigman, 
with liver biopsy studies by J. McMichael & J. H. Dible) 818-821 

Impaction of a prostatic stone in a urethral stricture. (J. B. Kinmonth & J. L. 

inniger) 821-822 

Pentothal sodium in North Africa: 2,500 administrations at a base hospital. 
(E. S. Curtiss) 822-823 

Gunshot wound of the colon : 
Wilson) 824 

Industrial neuroses : 


recovery without immediate operation. (W. W. 


analysis of 100 cases. (T. M. Ling) 830-832 


2: 1/7/44 
Teaching and practice in preventive medicine. (J. M. Mackintosh) 1-5 
Retroperitoneal gas. (G. E. Parker) 5-7 
Prevention of wa resulting from antisyphilitic treatment. (M.H. Salaman, 
A. J. King, D. I. William C. S. Nicol) 7-8 
Epidemiology of infective hepatitis. (H. L. Sheehan) 8-11 


Evacuation of the fractured ani the Tobruk plaster and other methods 
used in the Middle East. A. Jack) 11-13 


Quarterly Journal of Pharmacy and Pharmacology 
17: January—March 1944 


A fen rison of some of the ergot alkaloids. Part II. Action on temperature 
ition in the mouse and the rabbit. (A. C. White) 1-7 
A ‘agate of the biological and chemical assays of Atropa Belladonna and 
Atropa acuminata. (J. A. Gunn) 7-18 
The cardiovascular actions of some amines related to adrenaline. (J. D. P. 


Graham) 19-29 
The assay of pamaquin. (C. W. Ballard & J. S. Pierce) 30-38 
Tubercle 


25: January-February 1944 


B.C.G. vaccination in Norway. (O. G. Hansen) 1-6 
Respiratory folk-lore. (J. D. Rolleston) 7-12 





BMB 327 
In line 11, for (Craig, 1933) read 
(Craig, 1936). 
BMB 337 
In line 1, for or systemic read of 
systemic. 

No. 5 


On page 94, line 15, for material 
read maternal 









